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SULFAPYRIDINE AND SULFATHIAZOLE IN THE 
TREATMENT OF PNEUMONIA 


D. SERGEANT PEPPER, M.D. 


PHILADELPHIA 


The reduction in the pneumonia mortality 
during the past year in the United States is 
only a reflection of the same saving of lives 
in this disease throughout the world. With- 
out any doubt this decrease is the result of 
sulfapyridine therapy in pneumonia. Since 
the introduction of this drug came so soon 
after the great advancements in serum 
therapy in this disease, there were naturally 
many men adverse to giving up one proven 
form of treatment for a drug about which 
relatively little was known. These, however, 
were for the most part men in the larger 
cities who had the laboratory aids so neces- 
sary to the proper use of this type of treat- 
ment. The men in the smaller communities 
and away from expert laboratory aid were 
not so thoroughly convinced of the benefits 
to be obtained from serum therapy. These 
were the men who derived the greatest ad- 
vantage from the use of sulfapyridine. 
These men are now sold—to use the com- 
mon expression—on this drug. 

Recently a new drug, sulfathiazole, has 
been added to our therapeutic armamenta- 
rium. The results in the treatment of pneu- 
monia with this drug have been so encourag- 
ing that the Pennsylvania State Department 
of Health has added it to the list of drugs 
available without cost to those patients with 
pneumonia to whom the expense would con- 
stitute a hardship. The department will con- 
tinue to provide serum and sulfapyridine. 
It is felt that if doctors believe in serum 
therapy and wish to continue its use, they 
should be given that right. It is also felt 


Read before the Ninth District Medical Society, 
September 26, 1940. 
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that in severe or complicated cases and in 
those rare cases caused by sulfapyridine- 
resistant strains of pneumococci, anti- 
pneumococcie serum may well determine the 
result. Sulfapyridine is continued on the list 
for two main reasons. It may still be the 
most therapeutically active drug in the treat- 
ment of pneumococcic pneumonia, and it is 
not fair to expect the practitioners of the 
state to change so quickly to a new drug 
after they have just found out how success- 


ful the last one was in their cases. Sulfa- 
thiazole has been added because in the 


opinion of the Commission of Pneumonia 
Control it forms today the most satisfactory 
drug for the treatment of pneumonia. We 
do not expect that many of the doctors in 
the smaller communities will use it early 
this winter, but we feel that before the end 
of the winter it will largely supplant sulfa- 
pyridine. 

What are the advantages of this drug, 
sulfathiazole, that warrant its use instead 
of sulfapyridine? 


Sulfapyridine 


A year ago sulfapyridine had been used 
in the treatment of thousands of cases of 
pneumonia in all parts of the world with 
uniformly good results. There was little 
doubt in the minds of most doctors that a 
tremendous advance had been made in the 
treatment of this disease. Today this belief 
is still more firmly implanted. Whereas the 
mortality of lobar or typical pneumococcic 
pneumonia was formerly 25-30 per cent in 
untreated cases, it is now only 5-10 per cent 
in cases adequately treated with sulfapyri- 
dine. The dosage used today is still about 
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the same as that advised last year—that is, 
an initial dose of 2-4 Gm. and then 1 Gm. 
every four hours until the temperature has 
been normal for at least twenty-four to 
forty-eight hours. It is then probably best 
to lower the dosage to 4 Gm. a day for two 
or three more days. Higher dosage, the use 
of sodium sulfapyridine, or the combination 
of anti-pneumococcic serum and sulfapyri- 
dine is advised in the more severe or com- 
plicated cases. We still give the sodium sulfa- 
pyridine in the dosage advised last year. 
This is .06 Gm. per kilogram given as a 5 
per cent solution in distilled water. The 
dose may be repeated in four to six hours. 

The toxic reactions of sulfapyridine are 
perhaps better understood today after 
another year’s experience. The most com- 
mon and distressing form is the nausea and 
vomiting seen in a high percentage of cases. 
This appears to be caused chiefly by a central 
nervous system effect, and only partially by 
local irritant action on the gastric mucosa. 
Various methods have been employed in the 
treatment of this reaction without very good 
results. Drug fever and toxic dermatitis 
are seen in a small number of cases. Acute 
hemolytic anemia is seen rarely, usually in 
the first few days of treatment. Careful 
clinical observation—watching for the onset 
of pallor of the mucous membrane or the 
development of jaundice — and repeated 
laboratory studies of the blood and urine 
should make diagnosis of this last reaction 
fairly simple. Treatment, which is almost 
invariably successful, consists in discontinu- 
ing the drug and giving transfusions. 

The two most serious toxic reactions from 
sulfapyridine are still agranulocytosis and 
renal damage from the crystallization of the 
acetylated drug within the renal tubules or 
pelvis, the ureters or the bladder. This pre- 
cipitation has been described only once, I 
believe, as having been found in the renal 
tubules, and animal experimentation and 
clinical reports have shown that it occurs 
most frequently in the pelvis and ureters, 
and that the great danger lies in the com- 
plete blockage of these pathways, usually at 
the junction of ureter and bladder. Most 
of these reactions have occurred early in 
treatment, and, I believe, are in many cases 
avoidable. Too frequently in hospital prac- 


tice the patient when admitted is already 
dehydrated by poor treatment at home and 
then is put through twelve to twenty-four 
hours of vigorous diagnostic routine before 
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a definite plan of therapy is evolved. Per- 
haps a preliminary diagnosis of pneumonia 
is made and sulfapyridine is started before 
the history and physical examination have 
been completed, a blood culture obtained, 
and an x-ray made. The patient thus enters 
his second hospital day with a high sulfa- 
pyridine blood level, dehydration, and now, 
in addition, nausea and vomiting. Until 
adequate fluid balance is obtained, the kid- 
neys will attempt to conserve fluid by con- 
centrating the urine until perhaps the criti- 
cal level of crystallization of the very 
insoluble acetyl-sulfapyridine iS reached. 
Therefore, I feel it is the clinician’s duty, 
before giving sulfapyridine, to evaluate care- 
fully the fluid balance of his patient and to 
take the proper measures to get it back to 
normal. During the course of treatment 
such events as protracted vomiting must be 
counteracted by the administration of intra- 
venous fluid. Because of the high incidence 
of this toxic reaction in the Chinese and the 
natives of New Guinea, it has been postu- 
lated that other factors, such as vitamin 
deficiencies, may influence the formation of 
these urinary concretions. In the acute case 
it is improbable that vitamin therapy will 
be sufficiently effective to change the out- 
come. Careful study of the urine for in- 
creasing amounts of albumin, sulfapyridine 
crystals and red blood cells may prevent a 
fatal outcome. It has also been noted that 
there is usually a prodromal fall in output 
of urine the day before complete anuria de- 
velops, and for this reason, as well as to 
assure adequate fluid intake, an accurate 
intake-output chart should be kept on every 
patient getting large doses of this drug. A 
number of reports have appeared in the 
literature where ureteral catheterization has 
been done following blockage of the ureters 
with acetyl sulfapyridine crystals, and the 
obstruction thus overcome. Certainly this 
should be tried if this complication arises. 

The occurrence of agranulocytosis or 
granulopenia due to sulfapyridine has been 
seen very infrequently in the treatment of 
pneumonia. This type of toxic reaction most 
frequently occurs around the tenth day of 
sulfapyridine treatment, and after 50 Gm. 
of the drug have been given. In the routine 
treatment of pneumonia, the average length 
of treatment is only four to six days, and 
the average dose of the drug is between 25 
and 30 Gm. 

The important thing to remember is that 
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blood counts and urinalyses should be done 
early in the course of sulfapyridine therapy 
in order to detect the development of acute 
hemolytic anemia and renal damage, and 
that blood counts should be done late in 
treatment in order to discover granulopenia. 


Sulfathiazole 


About a year ago we first began to hear 
of two new drugs, sulfathiazole and sulfa- 
methylthiazole. The first clinical reports 
dealt with their use in staphylococcic and 
urinary tract infections. Later animal ex- 
perimentation showed that they were thera- 
peutically active against pneumococcic in- 
fection, and during the winter of 1939-40 
over a thousand cases of pneumonia were 
treated with these drugs. Sulfamethylthia- 
zole was soon found to cause peripheral neu- 
ritis, and for this reason was withdrawn 
from clinical investigation. Sulfathiazole, on 
the other hand, was so successful that now 
it is no longer in the experimental stage, but 
is on the market and available to all. 

Sulfathiazole in the experimental animal 
differs but little in toxicity from sulfapyri- 
dine. In some species the toxicity appears 
to be less, in others slightly more than that 
from sulfapyridine. The number of animals, 
particularly monkeys, developing renal con- 
cretions has, however, been higher with 
sulfapyridine than with sulfathiazole. A 
striking difference has been observed in 
the location of the urinary concretions at 
autopsy. Whereas they have been found in 
the ureters and bladder with sulfapyridine, 
the sulfathiazole concretions have been found 
in the convoluted tubules of the kidney. 

In vitro as well as in vivo sulfathiazole has, 
like sulfapyridine, a wider sphere of anti- 
bacterial action than does sulfanilamide. 
Both drugs are chemotherapeutically active 
against pneumococci, streptococci, staphy- 
lococci, meningococci and gonococci. Sulfa- 
thiazole does not seem to be quite as active 
experimentally against the pneumococcus 
and streptococcus as sulfapyridine, but more 
so than sulfapyridine against the staphy- 
lococcus and streptococcus fecalis. Recent 
in vitro experiments suggest that sulfathia- 
zole has definite activity against the typhoid 
dysentery group of organisms. 

The pharmacology of sulfathiazole in the 
human body shows that it is rapidly and 
regularly absorbed and that in general it is 
less conjugated in the body than sulfapyri- 
dine, Jeaving more of the active free drug 
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in circulation. It is also more rapidly ex- 
creted through the kidneys, and certain in- 
vestigators have found that whereas there 
is tubular reabsorption with sulfapyridine, 
there is little or none with sulfathiazole. 
Blood level determinations for sulfathiazole 
have been performed by the method sug- 
gested by Marshall and Litchfield™ for sulfa- 
nilamide. It is to be noted that these in- 
vestigators warned that this method might 
not apply to other sulfonamide compounds. 
Actually we have found in our laboratory 
that whereas the method was accurate in 
sulfapyridine determinations, it has been in- 
accurate by as much as 14 per cent in de- 
terminations of the amount of sulfathiazole 
in blood. This invalidates some of the con- 
clusions drawn by investigators who have 
used this method. Interestingly enough, the 
recovery of added acetylated or conjugated 
sulfathiazole in blood is even more inaccu- 
rate, and it is quite possible that some of the 
reported low percentages of acetylation of 
sulfathiazole as compared with sulfapyridine 
may derive from inaccuracies of determina- 
tion. 

It does seem true, however, that a certain 
dose of sulfathiazole will in the great ma- 
jority of cases produce a more uniform blood 
level than is the case with the administra- 
tion of sulfapyridine. One other pharma- 
cological difference between these two drugs 
is worthy of mention. Several investigators 
have found that sulfathiazole diffuses poor- 
ly into the cerebrospinal fluid and have sug- 
gested for that reason that this drug should 
not be used in cases of meningitis. This is 
hard to evaluate, however, in view of the 
clinical reports. There have been several 
reported cures of staphylococcic meningitis 
with sulfathiazole, and at the University 
Hospital in Philadelphia we had the unique 
experience of treating three attacks of type 
18 pneumococcic meningitis in the same pa- 
tient. The first two attacks were treated with 
sulfapyridine and type specific antiserum ; 
the last attack was treated with sulfathiazole. 
The fall in temperature was just as rapid 
with sulfathiazole as with sulfapyridine. 
Perhaps we will not be able to correlate re- 
covery in meningitis with the level of sulfa- 
thiazole in the spinal fluid. Certainly it has 
been very difficult to correlate recovery in 
pneumococcic pneumonia treated with sulfa- 
pyridine with the blood level of this drug. 


K. Jr. and Litchfield, J. T. Jr., in Science 


J}. Marshall, E. 
88:85, 1938, 
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Whatever the final answer may be to this 
question, it would seem wiser at present to 
use sulfapyridine in all types of meningitis 
except those due to the staphylococcus. 

At the University Hospital we have em- 
ployed the same dosage that Flippin and his 
associates’) have used at the Philadelphia 
General Hospital. This consists of an in- 
itial dose of 3 Gm., followed in four hours 
by another dose of 3 Gm., and then 1 Gm. 
every four hours until the temperature has 
been normal for three to four days. Be- 
cause of the rapidity of absorption and ex- 
cretion of the drug, the interval between 
doses should not exceed four hours. Four 
hour dosage will, however, maintain an ade- 
quate level. In severely ill patients or those 
with complicating disease, this dosage can 
be increased to three-hour dosage, or to 2 
Gm. every fourth hour. 

The dosage then corresponds closely to 
that of sulfapyridine save for a larger in- 
itial dose. The soluble sodium sulfathiazole 
is apparently equally as effective as the 
sodium salt of sulfapyridine, and is given 
in the same dosage—.06 Gm. per kilogram. 
Unfortunately, a sufficient number of cases 
treated with this form of the drug have not 
been reported to the Federal Food and Drug 
Administration, and they have not felt that 
it was safe to release the drug for general 
use. We have treated a number of cases at 
the University Hospital with this prepara- 
tion, giving it in the same manner as the 
sodium salt of sulfapyridine—intravenously 
in a 5 per cent solution in distilled water. 
As far as we can determine, the toxic effects 
are the same as when the drug is given by 
mouth. 

Flippin and his associates”) at the Phila- 
delphia General Hospital have had the great- 
est experience with the use of sulfathiazole 
in the treatment of pneumonia. They have 
reported a comparative study of 100 cases 
treated with sulfathiazole and 100 cases 
treated with sulfapyridine, and have shown 
that if there is any significant difference in 
the mortality rates of the two series, it is 
in favor of sulfathiazole. Series of cases 
reported by Blake, Spink”), and others 
have shown the same good results, and to- 
gether with the series of patients®) which I 


2. Flippin. H. F.. Schwartz, L. and Rose, S. B., in Ann. 
Int. Med. 13:2038, May, 1940. 

8. Sadusk, J. F., Jr. Blake, F. G., Seymour, A., in Yale J. 
Biol. and M. 12:681, July, 1940. 

$, Spink, W. W., and Hansen, A, E., in J. A. M. A., 115: 
840. September 7, 1940. 

5, Pepper, D. S. and Ham, George C., in Am, J. M. Se. 


(in press). 
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treated at the Graduate and University 
Hospitals of the University of Pennsylvania 
prove, I believe, beyond any possible chance 
of error, that sulfathiazole will effect a cure 
in pneumococcic pneumonia in very approxi- 
mately the same percentage of cases as will 
sulfapyridine. 

The fall in temperature does not seem to 
be as abrupt with sulfathiazole as with sulfa- 
pyridine in spite of the larger initial dose. 
This fact suggests that the anti-pneumococ- 
cic effect of sulfapyridine is greater than 
sulfathiazole, although it may be argued that 
sulfapyridine has a greater antipyretic ac- 
tion. Kneeland and Mulliken have been 
very much interested in the antibody re- 
sponse in the human being in cases of pneu- 
mococcic pneumonia treated with sulfapyri- 
dine and sulfathiazole. They found, as have 
others, that there is a very poor antibody 
response following sulfapyridine therapy; 
in fact in only 25 per cent of their cases 
could they detect antibodies following re- 
covery. With sulfathiazole, on the other 
hand, in 75 per cent of their cases they dis- 
covered antibodies which usually appeared 
at the time of recovery from the infection. 
It is their opinion that the more rapid ac- 
tion of sulfapyridine precludes antibody 
formation, and that with sulfathiazole the 
infection lasts long enough to allow the body 
to build up its own defenses. 

Finally, we come to the crux of the whole 
problem. Why, you ask, do you suggest that 
sulfathiazole will replace a drug that in 
smaller doses has a more rapid and efficient 
action? The answer is simply that at the 
present time, even with the larger doses 
used, sulfathiazole produces only rarely the 
distressing nausea and vomiting so common- 
ly seen with the use of sulfapyridine. It is 
too early as yet to be able to compare the 
incidence of the more infrequent toxic re- 
actions. However, one form, acute hemo- 
lytic anemia, has not been seen at all to my 
knowledge. Toxic dermatitis has been re- 
ported more frequently with sulfathiazole 
than with sulfapyridine, and is seen in about 
6 to 10 per cent of cases. It has taken a 
different form in the majority of cases from 
the diffuse toxic erythema seen with sulfa- 
nilamide and sulfapyridine. The sulfathia- 
zole rash is apt to be bilaterally symmetrical 
on the extensor surfaces of the hands, arms, 
Invest, 
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and legs. It resembles very closely the slight- 
ly raised, dusky red, somewhat indurated or 
edematous round or oval lesions of erythema 
nodosum. An additional type of toxic re- 
action—namely, conjunctivitis—has been re- 
ported by Haviland and Long). Drug fever 
and, rarely, joint pains have also been re- 
ported in about the same percentage of cases 
as with sulfapyridine. 

Because of the benzene ring in the chemi- 
cal formula of both drugs, the incidence of 
agranulocytosis will probably be approxi- 
mately the same. With sulfathiazole, as with 
sulfapyridine, it will probably be seen more 
frequently in conditions other than pneu- 
monia requiring longer courses of therapy. 

One would expect that the renal compli- 
cations would occur less frequently with the 
use of sulfathiazole than with sulfapyridine. 
Sulfathiazole is about twice as soluble as 
sulfapyridine, and it appears to undergo 
much less conjugation in the human body to 
the relatively insoluble acetylated form. 
Animal experimentation showed that sulfa- 
pyridine was more apt to cause this danger- 
ous complication. Clinical results, however, 
have shown an incidence of serious renal 
complications with sulfathiazole that is per- 
haps slightly higher than with sulfapyridine. 
The type of reaction has been the same—the 
production of crystaluria, hematuria, olig- 
uria and anuria. As in the experimental 
animal, the location of the crystalline masses 
in the renal pathways is different from that 
with sulfapyridine. Horack and I have re- 
ported a case treated with sulfathiazole in 
which crystalline concretions of a derivative 
of sulfathiazole were found at autopsy in 
the collecting tubules of the kidneys. 

In our discussion of this case we postu- 
lated that the site of development of the 
crystalline precipitates with sulfathiazole 
might be related to the observations of Rein- 
hold e¢ al. that sulfathiazole is not reab- 
sorbed so readily by the kidney tubules as is 
sulfapyridine. Thus the more rapid excre- 
tion, plus the higher concentration within 
the tubules, overcomes the lower rate of 
acetylation. 

It is also to be noted that the site of ob- 
struction to the flow of urine resulting from 
sulfathiazole concretions makes overcoming 


7. Haviland, J. W. and Long, P. H., 
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the obstruction by ureteral catheterization 
impossible. 


Summary 


I have reviewed the relative merits of 
sulfapyridine and sulfathiazole in the treat- 
ment of pneumococcic pneumonia. I think 
it is fair to say that aside from the marked 
reduction in the distressing but not danger- 
ous nausea and vomiting seen so commonly 
with sulfapyridine, there is little to choose 
from between the two drugs. 

Sulfathiazole is undoubtedly the drug of 
choice in staphylococcic infections and 
streptococcus fecalis urinary tract infections. 
It may be worth while to try it in infections 
due to the typhoid dysentery group of or- 
ganisms. 

Sulfapyridine should still be used in men- 
ingitis unless the infecting organism is the 
staphylococcus. 

The most frequently seen dangerous toxic 
reaction with both drugs is the development 
of oliguria and anuria due to precipitation 
of the acetylated forms of the drugs within 
the urinary pathways. I believe that suffi- 
cient fluid intake—at least 2500 cc. of fluid 
a day (perhaps more at the onset )—together 
with accurate intake-output charts and daily 
urinalyses in the early days of treatment 
will prevent the majority of these reactions. 
The giving of alkalies in order to raise the 
pH of the urine is probably of more theoret- 
ical than practical value. We have found 
that in the physiological range of urinary 
pH the solubility of acetylated sulfathiazole 
varies but little. 

There is little doubt which drug the practi- 
tioner will use. Too often, after a course 
of sulfapyridine, we have heard the patient 
say, “Please, Doc, if I ever get sick again, 
let me die. That medicine is worse than the 
disease.” 





The Development of Science.—So far as his physi- 
cal and mental equipment are concerned, I see no 
evidence that man today is better than five thousand 
years ago. He does, however, have better tools— 
by tools I include the methods of science as well 
as the actual instruments, such as the microscope, 
which enable him to delve deeper into the unknown 
and learn the laws of nature. The development of 
science seems to act like a falling body in that, 
once started, its speed is enormously accelerated 
with time. There is an interrelation of science 
such that each new tool or method makes possible 
newer tools and further discoveries. In many 
branches, and perhaps in science as a whole, more 
progress has been made within the life span of a 
single man than in all time before. — Blakeslee, 
Albert F.: Science Five Thousand Years Hence, 
Science, 92:388 (November 1) 1940. 
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THE PHYSICIAN’S DUTIES UNDER 
THE SELECTIVE SERVICE ACT 


LT. CoL. JOHN H. STURGEON, M. C. 


FORT BRAGG 


The Selective Service Act has been made 
a law. Men of the age group designated by 
this act have been registered, and shortly 
the drawing to establish the order in which 
registrants will be called for duty will take 
place. As physicians, we are interested in 
the duties of the medical profession in the 
administration of this act. For the mem- 
bers of the Regular Army, National Guard 
and the Reserve Corps the question is al- 
ready solved. They have but to follow 
orders. But what are the duties of other 
physicians? Mobilization will affect every 
one of us, some more directly than others. 
There is the problem of serving medical 
needs of communities whose only physicians 
have gone into active service, and of other 
communities where the medical service is 
only slightly less disrupted. These problems 
you know more about than I do, and you 
will solve them as they appear. 

Present plans call for the training of 900,- 
000 men in addition to the National Guard 
and the Regular Army. Such a program 
throws a heavy burden on the Army Medical 
Department, and that organization will re- 
quire from 9,000 to 10,000 officers, and an 
enlisted personnel of 75,000 men. In addi- 
tion, 1,070 Flight Surgeons and Medical Of- 
ficers will be needed in aviation. These men 
require special training, and many of them 
even now are undergoing such training. The 
desired ratio of medical] officers for adminis- 
trative and professional service is six per 
thousand of combat troops. 

There are at present in the Regular Army 
1230 medical officers, and in addition, there 
are 500 Reserves on extended active duty. 
This leaves a total of 7000 to be procured 
during the fiscal year 1940-41. Today the 

{fedical Reserve Corps totals 15,222. It may 
be readily seen that one-half of these will 
be needed. 

In order to procure such a number of of- 
ficers, the War Department will have to 
resort to the authority recently granted by 
Congress permitting the ordering of Reserve 
Officers to active duty without their consent. 


Read before the Fifth District Medical Society, Fayetteville, 
October 24, 1940, 
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Prior to this authority, no Reserve Officer 
could be ordered to active duty in time of 
peace except with his consent. This new 
order will work a hardship in many cases. 
However, the Chief of Staff has directed the 
Medical Department to give every considera- 
tion to Reserve Officers, so that military duty 
can be deferred, in cases where it is desired, 
as far as possible. 

Two rosters are being prepared. One com- 
prises those officers who express a desire for 
deferment, and one, those who desire active 
duty. Questionnaires have been sent out, 
designed to obtain the individual’s attitude 
toward serving and position and responsi- 
bilities in civil life. From these question- 
naires the two rosters are being made up, 
and first selections will come from those re. 
questing active duty. Only after this list is 
exhausted will men from the second list be 
ordered to duty. 

It is the general opinion now that those 
physicians who come within the draft age 
limits and who are not in the Reserve Corps 
will be given commissions in the Reserves 
when drafted. Legislation to that end has 
been introduced into Congress, and although, 
as far as I can learn, no action has yet been 
taken, it is the feeling of the Medical De- 
partment that these doctors might better 
serve their year of active duty in their pro- 
fessional capacity than as fighting troops. 
It is estimated that there are 7500 doctors 
in this age group. Under the usually ac- 
cepted percentages we would expect about 
1000 of them to be drafted. 

In addition to the physician called under 
his reserve commission and the doctor 
drafted under the Selective Service Act, 
there are those physicians who will serve as 
members of draft boards. These boards will 
classify all registrants in temporary classi- 
fications. The physician on such a board 
finds himself in a very responsible position. 
On him will rest two major responsibilities: 
first, to see that the service obtains the 
proper personnel; and second, to assure the 
registrant fair, just and impartial considera- 
tion. It is not an easy or enviable position, 
for he must hear the pleas of friends, neigh- 
bors and parents, be on the look-out to de- 
tect malingering, and verify disability certif- 
icates of fellow practitioners. In all, he 
must, with courage and honesty, examine 
all registrants with a view to obtaining for 
training men who are physically fit for the 
rigors of general military service, 
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The physician not included in any of these 
classifications will not escape responsibilities. 
He will be importuned by former patients 
and friends for certificates, medical reports 
and recommendations. The pressure at times 
will be terrific; yet his duty requires the 
same type of courage and honesty already 
mentioned. If he will take this duty to heart 
and honestly and courageously perform it, 
he will be of the greatest assistance to all 
his fellow physicians more intimately con- 
nected with the Selective Service Act. 

But let us return to the physician on the 
draft board. He will find, upon reporting 
for his duties, that information for his use 
and guidance is furnished in all necessary 
detail. Read it carefully. It is most impor- 
tant. It is necessarily lengthy, for it covers 
the whole field of the examination. 

The draft boards will make the prelimi- 
nary survey and classification of candidates. 
Doubtful cases can be referred by the medi- 
cal officers on these boards to a special board 
of consulting physicians. This special board, 
after making the examination, will send its 
recommendation back to the medical officer 
requesting it. This recommendation is ad- 
visory only, and the physician on the draft 
board can act on it as he sees fit. If the 
registrant is not satisfied with the result of 
the examination of the draft board, he can 
appeal his case to this same board. In this 
case, the findings of the medical member of 
the draft board and those of the consulting 
board will both go to the board at the Induc- 
tion Station for final decision. 

The examination made by the preliminary 
board is of the utmost importance. It must 
be carefully and thoroughly performed, so 
that individuals unfit for service will not be 
accepted, only to be discharged in a short 
time on a certificate of disability. They must 
record all minor defects, whether disqualify- 
ing or not, in order to protect the Govern- 
ment in the event of future claims for disa- 
bility compensation. This same matter of 
disability compensation must always be kept 
in mind when considering registrants with 
border-line or questionable defects. All facts 
should be recorded. As of today, directions 
are that only the physically fit are to be 
accepted. Later these directions may be 
changed, and for all those who in that event 
are accepted, but who have a physical con- 
dition requiring treatment. the nature of the 
condition and the need of treatment must 
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both be clearly stated on the report of the 
physical examination. 

At the time of the examination by the 
draft board, registrants will be classified into 
three groups. Class A-1 will be made up 
of those physically fit for general military 
service, no disqualifying defects having been 
found throughout the examination. Class 
B-1 will include those unfit for general ac- 
tive military service but fit for special or 
limited service. Class 4 will consist of those 
physically unfit for any military service. 

It was thought that, because of the weight 
of public opinion against rejecting them, 
Class A-1 would also include men who were 
temporarily unfit but who could be made fit 
after periods of treatment up to three 
months—men with venereal disease, malaria, 
hookworm, secondary anemia, etc. But such 
is not the case at this time, and only those 
physically fit are to be placed in Class A-1. 
In Class B-1 those unfit for full service but 
fit for limited service will be included—for 
example, men with one blind eye, if the other 
eye is normal, or with slight deafness; men 
with hay fever not severe enough to pre- 
vent successful performance of civilian em- 
ployment; and men with hernias, either in- 
guinal, femoral, umbilical or postoperative. 
As I have previously stated, this class will 
not be called at this time but will be kept 
as a reserve roster of limited duty person- 
nel. In Class 4 will go all who are physically 
unfit for even limited military duty, men 
with epilepsy, hemophilia, gonorrheal arth- 
ritis, peptic ulcer, thrombophlebitis, malig- 
nancy and equally serious disabilities. 

When it appears to the examining phy- 
sician that the registrant is suffering from 
self-inflicted or purposely caused physical 
defects which under the standards would ex- 
clude him from service, a full statement of 
the facts of the condition will be given, and 
the examining physician may recommend to 
the Director of Selective Service or other 
designated authority a waiver of the defects, 
so that the registrant may be compelled to 
render military service. 

The detection and management of ma- 
lingerers simulating medical diseases is im- 
portant. It depends upon the absence of 
positive findings in an individual who pre- 
sents the general characteristics of a ma- 
lingerer. There is special need for thorough 
physical examination in this group. Some 
of the cardiac cases may at first appear to 
be malingering, and may later prove to be 
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true cases of mitral stenosis or bacterial 
endocarditis. Similarly proper tests may 
show the presence of peptic ulcers in those 
suspected of feigning digestive abnormali- 
ties. The estimation of the genuineness of 
rheumatic pains is always a difficult matter. 

Tachycardia and symptoms of thyrotoxi- 
cosis may be temporarily induced by the in- 
gestion of drugs, such as thyroid extract. 
Egg albumin or sugar may be added to the 
urine. Undiluted canned milk may be made 
to simulate urethral discharge. Icterus may 
be simulated by taking picric acid. Crutches, 
spectacles, trusses, strappings, etc., may be 
used to create the appearance of disability. 

The surest way to detect malingering is a 
thorough understanding of the type of peo- 
ple who actually do it and the way they 
behave. It is only in the feigned diseases of 
the eye and the ear that special tests are 
required. In the instructions for the examin- 
ations these tests are given in detail. Ob- 
servation in a hospital may be required in 
some cases before the final decision can be 
made. The vast bulk of malingerers will be 
those who exaggerate some actual defect, 
and the examiner will have to decide whether 
the defect is sufficient cause for rejection. 
Persons of intelligence and education have 
more difficulty in deceiving, as they are bound 
to express themselves freely. If they are 
reticent in these matters, they arouse sus- 
picion by their reticence. Those who talk 
freely may be counted on to say things at 
variance with the existence of the disease 
of which they complain. 

The local selection or draft board will as- 
semble and transport accepted men to the 
Induction Station. Here the final examina- 
tion will be made and the man will be in- 
ducted into the service. This Induction Sta- 
tion at this time takes the place of the Re- 
cruiting Station in normal times. In each 
Corps Area it is contemplated that from 
nine to twelve of these induction stations will 
be established. Of course, the number of 
men handled by each station will vary to 
some extent, but every effort is being made 
to make the flow of men through these sta- 
tions as even as possible. Two hundred men 
a day is considered the maximum for one 
station. 

The personnel for the physical examina- 
tion at such an Induction Station will con- 
sist of twelve medical officers and eighteen 
enlisted men,-as follows: one officer in charge 
of the board, responsible for the medical 
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property, the general supervision of the ex- 
amination and final checking of the examin- 
ation records; one orthopedist; one general 
surgeon; one clinical pathologist; two oph- 
thalmologists; one otolaryngologist; one 
neuropsychiatrist (present regulations pro- 
vide that in so far as practicable one neuro- 
psychiatrist will be assigned for each fifty 
men examined daily); three internists; and 
one dentist. The enlisted men will include 
two non-commissioned officers, one stenogra- 
pher, one typist, two laboratory technicians, 
eight clerks and four men as messengers 
and general duty men. 

It is presumed that the board will work 
eight hours a day, examining twenty-five 
men per hour, one man being admitted to 
the board every two minutes. This will leave 
ten minutes at the end of each hour for 
further examination and discussion of diffi- 
cult cases. 

The examination will usually take the fol- 
lowing order: 1. Laboratory examination of 
the urine. 2. Withdrawal of blood for de- 
termination of blood type. 3. Ear, nose and 
throat examination. 4. Height, weight and 
chest measurement. 5. Examination of feet, 
bones and joints. 6. General surgical ex- 
amination. 7. Heart and lungs examination, 
(this examination will be done by three in- 
ternists working in separate rooms on sepa- 
rate men). 8. The neuropsychiatric exam- 
ination. The completed record will then be 
checked and requests will be made out for 
x-ray, for any special laboratory procedures 
—such as blood counts, urethra] smears, ma- 
larial smears—or for special consultations. 


At the conclusion of the examination men | 


will, if accepted, be sent on to the Reception 
Center. If rejected they will be informed 
of the cause of the rejection and will be 
provided with transportation back to their 
homes. 

During the mobilization set in motion by 
this act, a heterogeneous assortment of man 
power will be received by the army. To the 
activities connected with sorting and care 
of these men have been added, for conve- 
nience, other processes such as clothing, 
equipping, immunization and record making. 
This whole group of activities together are 
known by the term “reception’’. The centers 
where these processes take place are known 
as Reception Centers. Here the men will be 
kept until the process of reception is com- 
pleted, and then they will be sent to the 
organizations, installations or replacement 
centers in which they are to serve. 
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In closing, let me repeat that no mean 
burden and responsibility has been placed on 
the medical profession by this emergency. 
American physicians have never failed in 
the past to meet such a call, and I am con- 
fident that they are willing and ready to do 
their part now in the administration of this 
Selective Service Act. 





A REPORT ON THE TREND OF 
MENTAL DISEASE IN THE WESTERN 
STATE HOSPITAL DISTRICT OF 
NORTH CAROLINA 


F. B. WATKINS, M.D., Superintendent 
State Hospital 
MORGANTON 


The purpose in making the statistical in- 
vestigation that led to the preparation of 
this paper was chiefly to help me find the 
answer to a question I was supposed to 
know. For thirty-odd years I have been 
asked my opinion as to whether mental dis- 
eases are on the increase. Often authors 
and statisticians give an answer very 
strongly in the affirmative. Is this true for 
North Carolina—or more specifically, for 
western North Carolina, from which these 
statistical figures are drawn? Owing to the 
increase in the population of the state, there 
is naturally a numerical increase in mental 
disease; but are these diseases increasing in 
proportion to the population in our district”? 
The answer to this question has more than 
academic value. As physicians, we like to 
get scientific facts in medicine, and from a 
humanitarian point of view we would like 
to know if our race is deteriorating mental- 
ly faster than in former times. But on the 
answer depends also a very large economic 
question—the question of how much money 
we shall have to add to the already large 
sums spent for the care of the mentally sick 
in North Carolina. How fast shall we have 
to build? Will our building needs simply 
require us to keep step with the population, 
or shall we have to build faster than the 
population grows? 

The figures given here deal only with the 
Western North Carolina Hospital District. 
To obviate as many chances for errors as 
possible only that part of our population 
from which our patients come is considered. 
The State Hospital at Morganton does not 
accept Negroes. Therefore only the white 
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population was considered. Early youth fur- 
nishes very few mental cases. Therefore 
only those over 14 years of age were con- 
sidered. There seems to be no upper limit. 
Recently we had an application for a woman 
whose age was authentically one hundred 
years. If we should base our figures on ac- 
tual admissions alone, a grave error would 
enter, for only during a small part of the 
time has our hospital been able to take all 
applicants, owing to lack of room. For this 
reason our figures were based on applica- 
tions for admission rather than actual ad- 
missions. From these applications, those 
without psychosis, the epileptics, and the 
purely feeble-minded were excluded. From 
the remaining applications two charts were 
prepared. The first considers the population 
as static, and it is based on the applications 
per 100,000 of population. It is on this 
chart that we shall seek the answer as to 
the essential increase of psychoses among 
our people. The second chart, which will be 
taken up later, plots the actual increase. 
After this statistical research had been 
begun, the report of a similar, but much 
more extensive study of the Massachusetts 
figures for the years 1917 to 1933 was pub- 
lished by Dr. Neil A. Dayton in a book en- 
titled “New Facts on Mental Disorders,” 
which came off the press just a few months 
ago in 1940. This Massachusetts research 
was financed by the Laura Spelman Rocke- 
feller Foundation and the Rockefeller Foun- 
dation. Any figures herein quoted for Mas- 
sachusetts are from this report. In Massa- 
chusetts they seem to have taken the total 
population, presumably children and all, and 
they considered admissions rather than ap- 
plications. I understand, however, that all 
worthy applicants are probably admitted in 
that state. The answer as to whether there 
is a relative increase of mental disease in 
Massachusetts is that it is increasing at the 
rate of one-fourth of one per cent a year, 
and Dr. Dayton says this picture is hardly 
one to bring shudders of apprehension. 
The hospital was opened for the admission 
of patients in March, 1883. Conditions the 
first three years were so artificial—train 
loads of patients being sent in from Dix Hill 
—that it was deemed best to begin with 
1886. That was fifty-four years ago. In 
1886 there were 47.5 applications per 100,- 
000 population. In 1887 the number dropped 
to 40.7. In 1937, just fifty years later, the 
number was 94, an increase of 131 per cent. 
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This looks like 2.6 per cent increase a year 
for North Carolina against 14, of 1 per cent 
for Massachusetts. But the basis on which 
our 2.6 per cent increase is calculated was 
the number of applications fifty years ago; 
whereas, the basis for the Massachusetts 
figures was the much larger number of ap- 
plications in 1917. The percentage increase 
would be cut nearly in half if we should take 
1917 as a basis, as did Massachusetts. 
Perhaps a better idea of the situation can 
be obtained by a further inspection of the 
chart, which is the basis for these deduc- 
tions. We asked the Census Bureau for an 
approved method of estimating our popula- 
tion for each year between the published de- 
cennial statistics. On this chart we plotted 
the applications per 100,000, showing each 
year for this long period. The chart re- 
sulted in a consistently climbing broken line. 
To this chart there was fitted a long-term 
trend line, by the method of “least squares.” 
The sum of the deviations from this line is 
0 and the sum of the squares of the devia- 
tions from this line is less than the sum of 
the squares of the deviations of any other 
line. It so happens that in the period charted 
this long-term trend line is straight. If the 
nearly 54-year period is divided into three 
spans of 18 years each, using actual figures 
and not the trend line, the middle span is 
almost exactly the average between the first 
and last span. This would indicate that the 
rise tends to be uniform. Of course, no one 
can tell how long this rise will continue. Ac- 
cording to that median line, there is an in- 
crease of 0.9 applications per 100,000 of our 
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population each year. We must remember 
that this increase is in our static population. 
In 1950, ten years from now, there will be 
9 more applications per 100,000 than there 
are now. To test out the gradual rise with 
actual figures again rather than by the 
median line, every possible span of four 
years—a gubernatorial administration—was 
applied. Of the thirteen such spans, only 
three were less than the previous span. They 
were then combined into all possible eight 
year spans and in no instance was any such 
span smaller than the previous one. This 
means that if one Governor’s administration 
is considered there is a slight possibility that 
the trend may seem downward, but if two 
administrations are taken together the trend 
so far has always been up. Our smallest 
number of applications per 100,000 was in 
1888 and the largest was in 1937. 

Is there significance in the fact that our 
long-trend line is constantly rising and is 
straight? Assuredly there is. It must be 
accounted for by some constantly acting 
force or forces, and not by something new 
and cataclysmic, for the latter would un- 
doubtedly give a broken line. Is this rise 
due to an increase of syphilis in our popu- 
lation? Is it the result of the ever increas- 
ing effect of the modern fast pace? Is it 
uncertainty as to the future and as to one’s 
livelihood? It is probably due to something 
else. Only about 9.5 per cent of the patients 
admitted to the State Hospital in 1939 were 
syphilitic. Of the whole population at the 
end of December, 1939, only 5.5 per cent was 
syphilitic. A blood Wassermann test is made 
on every admission. Our figures include 
those with a positive Wassermann and those 
with a negative Wassermann who have a 
clear history of having had syphilis. 

As to the fast living pace, this probably 
came in with the automobile and good roads. 
Our chart does not show anything to indi- 
cate a new force just at that time. Now let 
us examine briefly the prosperity and panic 
records. 

An interesting question might be raised as 
to whether the unstable part of our popula- 
tion is affected adversely by hard times and 
favorably by good times. Dr. Dayton seems 
to find such an effect in Massachusetts more 
marked in the border-line cases than in the 
frankly psychotic, but I fail to find that our 
population is greatly affected by these fac- 
tors. Possibly North Carolina, having a large 
agricultural and rural population, was not 
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quickly and proportionately affected by the 
prosperity or lack of it as represented by 
the great corporations of the country as a 
whole. In 1893-94 there was a panic. In 
the first year the applications jumped up 4 
per 100,000, but in 1894 they were down 5. 
In 1896 there was a smaller panic, and the 
applications were up 1.3 per 100,000. In 
1897, when the panic was practically over, 
they increased nearly 9. There was a panic 
in 1907 and the applications jumped 9.2. In 
1908, while the panic was still on, they re- 
mained about the same, but in 1909, when 
prosperity returned, it climbed another 7.9. 
Our entrance into the World War, with all 
of its emotional shocks, did not cause an in- 
crease over 1916, the two years being almost 
identical. But in 1918, while the war was 
still on, there was a drop of nearly 9. A 
part of this drop can probably be accounted 
for by the large number of young men in 
the army. By 1919 the number had again 
climbed up to where it was in 1916-17. In 
1920, the first year of prohibition, there was 
a drop of nearly 7. This marked drop was 
also noted in Massachusetts, and Dr. Day- 
ton attributed it to the influence of prohibi- 
tion. But in both North Carolina and Mas- 
sachusetts by 1921 it had again begun to 
climb, our own figures showing an increase 
of nearly 11. Some of us will remember 
that by 1921 home-brewed substitutes had 
been found. The figure climbed rather rapid- 
ly until 1923, and then dropped somewhat. 
In the greatest of all our panics, that of 
1929 and ’30, there were almost exactly the 
same number of applications as for the sup- 
posedly prosperous year of 1928. In 1932, 
when our prosperity really scraped bottom, 
there were 6.6 fewer applications per 100,- 
000 than for 1928. Our high water mark 
for all time was reached in 1937, a year 
which we have recently looked upon as fairly 
prosperous. On the whole, I think we can 
say that in North Carolina so-called pros- 
perity and depression cycles of the nation 
affect our applications very little. 

Is it not possible that much of this relative 
increase in the number of applications has 
been due to the gradual breaking down of 
the dread of a State Hospital? Is it not 
possible that the hospitals have become more 
attractive and that the stigma of having been 
in a State Hospital has grown less? But 
assuming that this more friendly attitude of 
our population towards the State Hospital 
does not account for all the increase in ap- 
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plications, and that there is an actual slight 
increase in mental diseases, cannot it be ac- 
counted for by the startling revelations in 
the Massachusetts findings? We think of 
youth as being the dangerous period for in- 
sanity. When our youth have gotten through 
the twenties with clear minds we sigh with 
relief. Undoubtedly, much of our mental 
disease originates in youth, but this is be- 
cause there are so many young people. The 
Massachusetts figures show that a man of 
eighty to ninety is 19 times as likely to lose 
his mind as is a youth in his teens. From 
sixty years up is really the dangerous time, 
every decade becoming rapidly more danger- 
ous. Not in a single decade from youth to 
old age does the liability decrease rather 
than increase. From fifty to sixty it is over 
5 times as great as in the teens, and from 
forty to fifty it is 4.9 times as great. In 
other words, the older the average popula- 
tion the greater the incidence of mental dis- 
ease. Quoting Lombard for Massachusetts 
(1933): “Two generations ago the average 
age at time of death of all individuals in 
Massachusetts was about 31 years. Today 
it is around 54, a gain of some 20 years.” 
As this was being written, a brochure came 
through the mail from The National Phy- 
sicians Committee for the extension of medi- 
cal service which states that the life span of 
the average man is now 62 years. 

The analysis of this first chart has at- 
tempted to answer the question of the medi- 
cal man as a scientist and the humanitarian 
question of the philanthropist. Now we turn 
to a chart which concerns our pocket books. 
Up until now we have considered the popula- 
tion as static, but in reality North Carolina 
is a very rapidly growing state. This in- 
crease in the number of our people increases 
the demands on our State Hospitals. The 
next chart climbs much more rapidly. The 
average or median line of this chart does 
not follow a straight line as did the other, 
but presents a curve. The curve, unfortu- 
nately, does not show a tendency to straighten 
out and eventually become less, as would a 
circle, but the climb seems to be ever steeper. 
In 1886 there were about 150 applications 
for the year. We did not reach 200 applica- 
tions a year until 1893. It stayed at about 
this level until sometime in 1894. Nine years 
later, or in 1903, we had reached 300 appli- 
cations a year. A little over eleven years 
later, or in 1914, we had reached 400 a year. 
Eight years later, in 1922, we had reached 
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500. Four and a half years later, in 1926, 
we had reached 600. Strange to say, in one 
single year—1927—right in the midst of 
the Coolidge prosperity, we reached 700. In 
1936 we reached 800, and this is about where 
we are today. Applications have increased 
from 150 to 800 a year in fifty-two years. 
Just how fast would our hospital population 
grow if we had plenty of room and took all 
applicants? The building up of the popula- 
tion depends on the excess of the inflow over 
the outgo. The inflow, with plenty of room, 
depends on the incidence of the development 
of mental disease. The outgo depends on 
deaths and releases by the hospital authori- 
ties. The attitude now is not to keep patients 
unduly long—for economic reasons and also 
for fear that an unnecessarily prolonged hos- 
pital stay might institutionalize and weaken 
the patient for outside existence. A few 
years ago we had an opportunity to test out 
the growth of the Hospital if unhindered. 
For two consecutive years we had sufficient 
room to take all worthy cases. The first year 
the population increased 150 and the second 
year 144. Two years hardly furnish suffi- 
cient data to establish a rule, but at this rate 
the hospital would just about double itself 
in fifteen years. 

The evidence, then, is that we must keep 
building, and, for a time possibly, at an ac- 
celerating rate. Before many years we must 
decide whether we shall add to our three 
hospitals and carry them above what many 
consider the ideal population point of 2,500, 
or whether we shall start new ones that are 
more accessible to the people. 
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The Interpretation of Electrocardiographic Find- 
ings.— The employment of electrocardiography in 
medicine is constantly increasing and it behooves 
those who use this method of diagnosis to have a 
thorough understanding of its application or to dis- 
continue its use. I am led to believe, through re- 
current experience with the medical novice, that he 
actually believes that he is possessed with an in- 
strument which by manipulation of a few dials, in- 
fallibly records the answers to all his cardiac prob- 
lems. This obviously is not the case, and the safe 
use of electrocardiography belongs: only to those 
who have labored diligently and earnestly thorough- 
ly to understand its usefulness as well as its limi- 
tations in the ever changing application from patient 
to patient. 

I am astounded repeatedly when electrocardio- 
grams are submitted to me by physicians, or brought 
to me by patients to note the record of the abnor- 
malities observed and then to observe the addendum 
“these findings suggest or indicate the presence of 
myocardial disease, or myocardial weakness, or 
mitral stenosis, or coronary disease, etc., etc.” The 
electrocardiographic record must bear only what 
the physician observes in the record. The clinical 
diagnosis has no place except on the patient’s clini- 
cal record and then only after all diagnostic correla- 
tions are intelligently made and the physician has 
based his opinion on all evidence, and not on one 
isolated parcel of laboratory evidence which may 
lead him into serious error. The practice of the so- 
called electrocardiographer who exposes himself to 
the ridiculous position of making an electrocardio- 
gram on a patient for a colleague when he has not 
examined the patient thoroughly and then is will- 
ing to hazard a clinical diagnosis on the graphic 
inscription alone is not only contrary to all the 
fundamentals of scientific medicine, but is a blatant 
admission of his limited knowledge of electrocardio- 
graphy. This practice continues to be of daily oc- 
currence and can imply only two alternatives, either 
that physicians do not understand what the electro- 
cardiogram is capable of revealing, or that the 
method offers a ready and not laborious method of 
financial remuneration. 

When an experienced cardiologist reviews his ex- 
perience with electrocardiography, it is not difficult 
to recall innumerable instances in which the clinical 
examination has revealed the existence of fatal heart 
disease and the electrocardiogram has been essen- 
tially normal. By the same token, definite abnor- 
malities in the graph may be subject to various in- 
terpretations when all other evidence is considered 
seriously. There are occasions, of course, when the 
electrocardiogram appears to present irrevocable 
evidence of specific disease, but even then, the ma- 
ture and experienced physician demands clinical evi- 
dence before committing himself to a _ definite 
opinion. 

In spite of the medical profession’s cherished hope 
of finding in electrocardiography a method of pre- 
cision which, through technical manipulation, will 
pour forth the correct answer, it must be acknow- 
ledged that this is not the case. The electrocardio- 
gram must be considered as a valuable diagnostic 
adjunct, valuable only when intelligently and judici- 
ously correlated with the clinical] history of the pa- 
tient together with the physical findings, physiologic 
alterations and other diagnostic aids that are avail- 
able. Until this philosophy is adopted and practiced, 
universally, this important diagnostic aid will be 
unjustly discredited and held under unwarranted 
suspicion by the medical profession at larre.—Wil- 
lius, F. A.: A Talk on the Interpretation of Elec- 
trocardiographic Findings, Proc. Staff Meet., Mayo 
Clinic, 15:143 (Feb, 28) 1940. 
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POLICIES AND NEEDS OF THE STATE 
HOSPITAL AT MORGANTON 


R. H. LONG, M.D., Asst. Superintendent 
AND 
W. E. Brown, M.D., Asst. Physician 


State Hospital 
MORGANTON 


It is the earnest desire of the staff of the 
State Hospital at Morganton that a closer 
bond be established between the profession 
as a whole and those of us interested chiefly 
in the field of mental disease. The purpose 
of this paper is to inform the practitioners 
of the state about the work we are trying to 
do in the State Hospital—the routine pro- 
cedures of examination followed on each new 
admission and the treatment employed—, 
and to present to the profession the needs 
of the hospital. For the sake of convenience 
the patient will be referred to in this paper 
as a female patient, but it should be kept in 
mind that exactly the same procedure is fol- 
lowed regardless of sex. 


Routine Procedure Followed on Admission 


Until the fire-proofing program got under 
way patients were always admitted in the 
doctor’s office on the second floor. This 
necessitated bringing them up the front 
steps at the entrance and to the second floor 
of the Administration Building, and when 
the patient was resisting, violent and fight- 
ing this was a source of much humiliation to 
the relatives of patients who accompanied 
them to the hospital. This will all be changed 
when reconstruction is completed and pa- 
tients will be admitted in privacy in the rear 
of the Main Building. On both the male 
and female sides a suite of rooms known as 
the Receiving Offices has been set aside for 
this purpose. This suite consists of a re- 
ceiving office, an adjoining bath, which opens 
into a bedroom, and a private office for the 
examination of patients. We feel that this 
privacy at the time of admission will relieve 
not only the patient but the family of some 
embarrassment. 

On admission the patient with her family 
is met in the Receiving Office by the receiv- 
ing clerk, the receiving nurse, and the doc- 
tor who happens to be on duty at that par- 
ticular time. When the patient has told her 





Read before the Catawba Valley Medical Society, State Hos- 
pital, Morganton, May 13, 1940, 


STATE HOSPITAL—LONG AND BROWN 


643 


family good-bye she is taken by the receiv- 
ing nurse and given a complete bath. She 
is then put to bed in the adjoining bedroom 
to await the visit of the doctor. During this 
time the receiving clerk is obtaining the 
statistical data which is required of all State 
Hospitals by The National Committee for 
Mental Hygiene, and the doctor is securing 
a brief history from the family concerning 
the mode of onset, symptoms, etc. When 
this is completed the family leaves and the 
doctor visits the patient in the adjoining 
room and makes a preliminary examination 
to determine in a general way the physical 
condition of the patient. The skin is ex- 
amined thoroughly for bruises, eruptions, 
etc., and the extremities examined particu- 
larly for fractures. It may be noted here 
that many cases of scabies and pediculosis, 
which require isolation, are discovered on 
admission, and fractures of the long bones 
which were unknown to the relatives have 
also been discovered. Recently a male pa- 
tient was admitted suffering from marked 
loss of blood resulting from a severe cut in 
the region of the femoral artery. This pa- 
tient had hidden a razor blade in his pants 
pocket and had inflicted this wound while 
sitting next to an officer in the car bringing 
him to the hospital. The patient’s tempera- 
ture is taken and unless there are indications 
for isolation, she is transferred to the re- 
ceiving ward, where, if her conduct permits, 
she remains until after presentation at staff 
meeting. 

As soon as practicable after admission the 
patient is given a thorough mental and phy- 
sical examination. This includes careful ex- 
amination for evidence of nervous system 
involvement, as well as a compete check-up 
otherwise. The details of the mental ex- 
amination will not be discussed, but it might 
be stated that this process is similar in most 
respects to the examinations given in other 
institutions of this kind. 

The day after admission a complete blood 
count is made. A morning specimen of urine 
is examined the day following admission. 
In addition to the usual chemical and micro- 
scopic examination the urine is examined 
for acetone and diacetic acid. If sugar is 
discovered in the urine an estimation of 
blood sugar is made. Blood is sent to the 
State Laboratory of Hygiene twice weekly 
for Wassermann tests on all patients ad- 
mitted in that time. The blood is also tested 








644 NORTH CAROLINA MEDICAL JOURNAL 


for bromide concentration; and it may in- 
terest you to know that in a recent series of 
500 consecutive cases, 17.8 per cent showed 
a concentration above the normal limit of 
75 mg. per 100 cc. However, toxic symp- 
toms do not appear until the concentration 
reaches 150 mg. per 100 cc., except in high- 
ly sensitive patients. All patients under 
sixty years of age are given typhoid inocu- 
lation and vaccinated for smallpox. Sputum 
examinations and x-rays of the chest are 
made on all suspicious cases. 

In addition to these routine measures, the 
Jaboratory is equipped to do gastric analyses 
and kidney function tests when indicated, 
and we hope in the near future to begin do- 
ing more blood chemistry. Basal metabolism 
tests are made on all cases where glandular 
disturbance is suspected. We have a hyperpy- 
rexator for the artificial production of fever 
and have obtained good results with fever 
therapy in the treatment of gonorrhea in 
women. However, it does not seem to be so 
effective as the malarial treatment in paresis. 
Within the first few days of admission, if 
the patient is sufficiently cooperative, she is 
given a complete dental checkup by the resi- 
dent dentist. 

When a positive Wassermann report on a 
patient’s blood is received from the State 
Laboratory a specimen of spinal fluid is ob- 
tained immediately. Part of this is sent to 
the State Laboratory for a Wassermann test, 
and part is retained in our own laboratory. 
On this a cell count, a test for globulin, and 
a colloidal gold test are made. 

When all of these examinations have been 
made and laboratory reports have been re- 
ceived the doctor records his findings and 
the patient is presented to the entire staff 
for diagnosis and suggestions as to treat- 
ment. Patients are all classified after this 
information has been obtained solely accord- 
ing to their conduct. In an institution of 
this size it is necessary to keep disturbed 
cases together. With additional room we 
will be able to provide group classification 
more satisfactorily than we have ever been 
able to do before. 

We are constantly increasing our efforts 
to build up closer contact with the Welfare 
Department in each county so that we may 
secure reliable information concerning the 
patient and her environmental difficulties be- 
fore admission and may have a reliable fol- 
low-up agency to help us in advising the 
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family as to continued treatment and in pro- 
bating and discharging patients. 

A new hospital building of eighty beds 
has been constructed to take care of all cases 
of acute physical illness. This building is 
of fire-proof construction and is designed to 
afford facilities for most modern treatment. 
Eventually we hope to move our operating 
room equipment to this building, and to 
secure modern diagnostic and therapeutic 
aids which will provide a hospital unit for 
physical illnesses second to none. 

By appointment of the Governor we have 
a consulting staff of outstanding specialists 
in every branch of medicine at our disposal. 
These men have given most liberally of their 
time and talents. It is our plan, when this 
reconstruction program is completed, to or; 
ganize these groups in such a way that the 
work will not be a hardship on anyone and 
so that at the same time a more adequate 
and specialized supervision will be provided. 
Although this hospital is not primarily a 
general or surgical hospital and although 
relatively few cases of mental illness result 
from a diseased body, we feel that much 
more can be done for a sick mind if the pa- 
tient has sound physical health. It is our 
hope to provide even more adequate facilities 
whereby physical defects can be studied and 
treated. 

Treatment 


The time honored methods of treating the 
mentally sick by hydrotherapy, psychothera- 
py, and occupational therapy are all practiced 
extensively in this hospital. Wet packs are 
often all that is necessary to quiet excited 
cases. Continuous baths are also used for 
the same purpose, and we hope soon to have 
our hydrotherapy department reconditioned 
and to lay more emphasis on this phase of 
the work. 

Nothing is more helpful to the sick mind 
than to force new thoughts and ideas into 
the consciousness, and any kind of work, 
whether it be farming, raking leaves, string- 
ing beans and peeling potatoes, or making 
baskets and brooms, serves the same pur- 
pose. 

Next in importance, or perhaps of even 
greater importance than occupational thera- 
py, are amusements. These serve the same 
purpose as occupational therapy in forcing 
new thoughts and interests into the minds 
of the mentally afflicted, and we are happy 
to report an ambitious program for provid- 
ing these is under way. We have money set 
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aside for the purchase of a moving picture 
machine, and as soon as we can remove the 
patients from the amusement hall this will 
be provided. For the past two years during 
this building program it has been necessary 
to use all available space to house patients 
in order to vacate the Main Building for fire- 
proofing, and we have been forced to use 
the amusement hall for this purpose. Week- 
ly dances will be resumed, and these are 
always thoroughly enjoyed. Already some 
of the porches have been painted for shuffle 
board, and we have under construction 
courts for volley ball, tennis and soft ball. 
Croquet is played almost daily by the better 
adjusted class of patients. We hope to set 
aside a small plot of ground for the women 
to use in gardening on a small scale. The 
women patients are encouraged to do fancy 
needlework, and this is thoroughly enjoyed. 
All wards are supplied with playing cards, 
and many patients enjoy checkers. An old 
outbuilding is being converted into a small 
wood-working shop, where much construc- 
tive work can be done under proper super- 
vision, affording not only interest and di- 
version for the patients but also pecuniary 
return for the hospital. Here chairs and 
furniture will be repaired, painting done, 
cabinets built, etc. Chapel services are held 
each Sunday afternoon by the different min- 
isters of the town, and this is a feature 
eagerly anticipated by most of our patients. 
Reading material is provided by the circles 
of the various churches in town and by in- 
dividuals. Within a few weeks we hope to 
have a well organized library in operation. 
This has been made possible by the splendid 
cooperation of the Morganton City Library, 
which will supply us with circulating books, 
and by individual contributions of books 
from other friends of the hospital. <A well 
rounded program of work and play is 
planned to emphasize to the patient that a 
genuine interest is taken in his comfort and 
welfare. 

Very often domestic and environmental 
difficulties serve as exciting causes of mental 
breakdowns, especially in individuals with 
unstable personalities, and removing them 
from such an irritating environment acts in 
a beneficial nanner. It is in this phase of 
the work that the family doctor by advising 
and assisting in untangling such domestic 
difficulties can be of greatest usefulness. 

Within recent years an entirely new con- 
cept of the treatment of mental illness has 
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captured the attention of the general public 
as well as the profession at large—namely, 
the so-called “shock treatment,” using in- 
sulin and metrazol and other less commonly 
known drugs. Extravagant claims have been 
made concerning results obtained by this 
form of therapy. Within recent months these 
claims have been moderated to some extent, 
although it is almost generally accepted that 
better results are obtained with than with- 
out the treatment in selected cases. We have 
used both forms of therapy, observing about 
the same results in each, but for some time 
have concentrated on the metrazol method 
because of the ease of administration, which 
permits its use in a larger volume of cases. 
Several reports have been made on its use 
in this hospital, and a discussion of its ad- 
vantages and disadvantages will not be made 
in this paper. 

A survey would probably show a greater 
incidence of physical disease among the men- 
tally ill, if pediatrics and obstetrics were ex- 
cluded, than among the general population 
and just as much nursing and professional 
care is required. A sincere effort is made 
to keep abreast of modern treatment not 
only in the psychiatric field, but also in the 
field of general medicine. For many years 
we have used malarial therapy in paresis 
and have made reports on its use. Our re- 
sults with glandular therapy in the depressed 
patients and involutional cases have not been 
particularly good, but this may be due to 
the fact that so many of these cases are far 
advanced by the time they are admitted here. 

Needs 

Our Superintendent has asked that a few 
words be added to this paper with respect to 
some of the needs of the hospital, particu- 
larly from the professional standpoint. The 
last General Assembly appropriated funds 
for an increase in the medical staff, long 
urgently needed, if we are going to provide 
even custodial care. This has lightened the 
patient load on each doctor, and much better 
work is being done, but we are still carry- 
ing double the load recommended by the 
American Psychiatrie Association. The most 
urgent need now is in the nursing and at- 
tendant force, which is dangerously small. 
With the program for treatment which we 
have indicated in this paper—and we should 
be satisfied with nothing less—, it is im- 
perative that the nursing force be increased. 
In some private institutions the ratio of em- 
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ployees to patients is approximately 1:1, 
whereas here we have about 250 employees 
to 2400 patients, or approximately 1:10. In 
a neighboring state, far less able economical- 
ly to provide for its mentally diseased citi- 
zens, the State Hospital has a total em- 
ployee to patient ratio of 1:5.6 as compared 
to our 1:10, and a nursing and attendant 
ratio of 1:9.8 as compared to our 1:14.2. 
If we analyze this a little more closely and 
divide our nursing force, two-thirds for day 
duty and one-third for night work, we find 
that each nurse must provide all nursing 
care for approximately 25 patients. With 
large numbers off duty each afternoon, as 
provided by law, the load is still further in- 
creased to 30-35 patients. The total annual 
per capita cost for maintenance in that hos- 
pital is $266.70, as compared with our $177.- 
24, and it stands at the forefront of psychi- 
atric medicine. In a recent publication a 
Western state reported with great pride the 
operation of a model prison for criminals, 
forty of whom were murderers, at an annual 
per capita cost of $500.00. Surely the crimi- 
nal, legally responsible for his acts, is not 
entitled to more consideration than the men- 
tally afflicted patient, who is in no wise re- 
sponsible for his condition. Should not a 
diseased mind be placed in the same medical 
category and receive the same attention and 
care as a diseased lung or heart or appendix? 
It may be true that all can not be cured, 
but many can be helped so that they may 
resume their former station in life and be 
self-supporting, if adequate treatment is in- 
stituted early in the progress of the disease. 

It is the ambition and intention of this 
administration to make this a hospital in 
fact as well as in name, and we sincerely 
ask for the continued interest and support 
of the medical profession in educating the 
general public concerning our work and the 
plans outlined for expansion in therapeutic 
measures. In order to accomplish these 
things more generous appropriations must 
be made. This should not be considered 
simply as increased expenditure, because we 
feel that with better and more modern treat- 
ment the hospitalization period in hundreds 
of cases will be materially shortened and the 
individual patient will be rendered self-sup- 
porting much sooner, so that the state will 
stand to gain economically. At the same 
time adequate treatment will be provided 
for many more of the mentally ill at an 
early stage of the illness. The earlier treat- 
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ment is instituted, the more hope is there 
for recovery or readjustment. We earnest- 
ly seek your support in removing from the 
public mind the age-old concept of the “In- 
sane Asylum”, and in teaching them to think 
of it as a hospital where cures and adjust- 
ments may be made. 





BRONCHOSCOPY IN BRONCHO- 
PULMONARY DISEASES 


M. D. BONNER, M.D., Superintendent 
Guilford County Sanatorium 


JAMESTOWN 


The bronchoscope bears the same relation- 
ship to bronchopulmonary disease as the 
cystoscope bears to urinary tract disease, 
the speculum to genital disease, and the 
proctoscope to rectal disease. The cysto- 
scopist, gynecologist, or the bronchoscopist 
will gain about the same amount of informa- 
tion from their respective endoscopes, for as 
stated by Dr. Jackson, a specular examina- 
tion anywhere may reveal: 


1. Negative findings. 

2. A condition amenable to treatment 
through the speculum. 

3. A lesion that should be treated by radi- 
ation or physical therapy. 

4. A condition that should be dealt with 
by external surgery. 


Practically the same diagnostic procedures 
which are employed in urology are available 
for diseases of the chest. These diagnostic 
procedures have been available for a long 
time, but we have not taken advantage of 
them as the urologist has of his diagnostic 
aids. I believe the major reason for this is 
the fact that this specialty has been too much 
divided until recently. The urologist from 
the beginning has done his own cystoscopies. 
He, better than anyone else, appreciates the 
usefulness of the procedure. As a conse- 
quence many cystocopies are performed, and 
medical men, and even the patients them- 
selves have learned to expect in any thorough 
urological examination a cystoscopic study. 
Isn’t it safe to assume that since over 98 
per cent of bronchoscopic work is directly 
concerned with bronchopulmonary disease, 
that all chest men and chest clinics will be 
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equipped to use the bronchoscope, when 
necessary, in chest examinations? When 
this time comes, bronchoscopy will be as 
common as cystoscopy; and when the knowl- 
edge of the indication for bronchoscopy be- 
comes general, referring physicians and the 
patients themselves will demand it. Laryn- 
goscopy will naturally remain in the hands 
of the nose and throat men, and esophago- 
scopy and gastroscopy in the hands of the 
well trained gastro-enterologist. 

The indications for bronchoscopy are listed 
in detail in Jackson’s textbook as follows: 


1. Bronchiectasis. 

2. Any form of bronchial obstruction. 

3. Acute abscess (especially post-tonsil- 
lectomic or post-anesthetic. ) 

4. Chronic abscess. 

5. Asthma. 

6. Wheezing sounds heard at the open 
mouth. 

7. Post-operative atelectasis (so called 
massive collapse). 

8. Unexplained dyspnea. 

9. Dyspnea unrelieved by tracheotomy 
calls for bronchoscopic search for deeper 
obstruction. 

10. Bronchial or tracheal obstruction as 
indicated by physical or x-ray signs, or by 
obstructive emphysema, or obstructive atelec- 
tasis, or by the asthmatoid wheeze. 

11. Any obscure thoracic disease. 

12. Unexplained hemoptysis. 

13. Unexplained cough. 

14. Unexplained expectoration of pus, fib- 
rous cast, etc. 

15. Question as to the source of spiro- 
chetes, fungi, or other organisms in the ex- 
pectorated sputum. 

16. Conditions requiring selective bron- 
chography as an aid to x-ray diagnosis. 

These may be divided into indications for 
diagnostic and indications for therapeutic 
bronchoscopy. The diagnostic indications 
are produced by disturbances in the lower 
respiratory tract—i. e., the trachea, bronchi, 
and lungs—which manifest themselves by the 
symptoms of cough, expectoration, hemop- 
tysis, wheezing, dyspnea, and chest pains; 
and by signs of dullness, rales, and wheez- 
ing; by x-ray evidence of atelectasis, infil- 
tration, cavitation, and unusual shadows in 
the mediastinum and root of the lung. Any 
of these symptoms or signs are sufficient in- 
dication for diagnostic bronchoscopy when 
they are not adequately and accurately ex- 
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plained by the usual diagnostic procedures. 
Therapeutic bronchoscopy is more or less 
confined to obstructive and ulcerated lesions 
of the trachea and bronchi. 

Time does not permit me to discuss in de- 
tail all the conditions that may produce these 
indications; however, I will discuss briefly 
some of the most common with which I have 
had personal experience. 

1. Bronchiectasis: Any case of proven 
bronchiectasis is sufficient indication for at 
least one look to rule out certain known 
etiological causes, such as foreign bodies, 
cicatricial bronchial stenosis, or endobron- 
chial neoplasm. This is especially true in 
unilateral disease. Aspiration as a thera- 
peutic agent may prove helpful and should 
be used if proper drainage cannot be estab- 
lished by ordinary methods. But I see ab- 
solutely no reason for repeated bronchoscopic 
aspirations in those patients that can empty 
their bronchi by cough and postural drain- 
age; and unless obstruction is present most 
of these patients can drain their lungs if we 
can tell them the exact location of the ab- 
scess, and instruct them as to the proper 
position for postural drainage. A good bron- 
chogram (with iodized oil) is the only ac- 
curate method we have for obtaining this 
information. 

2. Lung Abscess: If this is caused by a 
foreign body, it usually clears up after the 
foreign body is removed. Other acute lung 
abscesses can be helped very little by bron- 
choscopy unless better drainage can be es- 
tablished by removing obstructing granula- 
tion tissue, inspissated secretion, ete., and 
by dilating a narrowed draining bronchus. 
Unless these things can be done it is useless 
to continue doing aspirations. A diagnostic 
bronchoscopy is indicated in acute abscesses, 
however, to rule out bronchial obstructions. 
At the same time we can determine the exact 
bronchus from which the pus is coming, and 
thereby state with assurance, in most cases, 
which region of the lung is involved. This 
information is invaluable to the surgeon; 
for the proper approach in external drain- 
age will often mean the difference between 
life and death. External drainage in com- 
petent hands is so far superior to other 
forms of treatment that it should be the 
operation of choice. Thirty-five per cent of 
lung abscesses heal spontaneously (Wessler). 
Yankauer and Kramer reported an addition- 
al 17 per cent with bronchoscopic drainage. 
As high as 95 per cent cures from thoraco- 
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tomy have been reported. 
There should be no such 
thing as a chronic lung ab- 
scess, and so far as I know 
there is no treatment other 
than compete removal of 
the diseased area that is 
anything more than pallia- 
tive. Most of these patients 
die in a few years without 
operation. If the acute cases 
are referred to the thoracic 
surgeon early, and if bron- 
choscopy is used as an aid 4 
in diagnosis and localiza- . 
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tion, most chronic abscesses ——- | Case 2 


will be prevented. 

3. Recurring pneumonias, especially if the 
same portion of the lung is involved, should 
be investigated by the bronchoscope. Bron- 
chial lesions, more often than not, will be 
found. 

4. Any form of bronchial obstruction— 
whether due to tenacious secretion, benign 
neoplasm, polypi, or any of the numerous 
causes—can be treated rationally in only one 
way, and this is by bronchoscopic removal. 

Nature’s method of keeping the airways 
open is by: (1) cough; (2) squeezing power 
of the lungs and bronchi: (3) the ciliary 
action in the bronchi. This is not sufficient 
except in very rare instances to remove any- 
thing other than secretion, and nature has 
one alternative: an attempt to liquefy the 
obstruction. This is done by bacterial action 
exactly as in the ordinary septic tank. The 
bronchial walls and lung tissue are liquefied 
as readily as is the obstruction; and finally, 
if the obstruction can be liquefied, it is 
coughed up, leaving behind an extensive 
bronchiectasis, possibly chronic inflamma- 
tion, and fibrosis of the parenchyma of the 
lung. 

5. Wheezing sounds heard at the open 
mouth often indicate bronchial obstruction 
and should be investigated. 

6. Dyspnea, especially in children, is often 
due to some form of obstruction; and if it 
is not explained by physical and x-ray ex- 
aminations, bronchoscopy should be done. 
If tracheotomy does not relieve dyspnea, it 
is quite evident that the obstruction is be- 
low the larynx. 

7. Any obscure thoracie disease should 
have the benefit of a bronchoscopic examina- 
tion. The diagnosis can often be made in 





this way when we have been at a loss to 
explain the condition on clinical, physical, 
and x-ray findings. 

8. Unexplained hemoptysis is not uncom- 
mon. Of course, the cause is usually evi- 
dent upon physical and x-ray examination, 
but there are many cases that show nothing. 
I have bronchoscoped many of these and 
found granulation tissue, or an ulcer in the 
bronchus which was unquestionably the 
cause of the hemoptysis. A bronchial lesion 
will often be found when everything else is 
negative in male patients complaining of 
blood streaked sputum or repeated small 
hemorrhages. There are many conditions 
in the tracheobronchial tree that can pro- 
duce a most harassing cough, and can be de- 
tected only by use of the bronchoscope, but 
I cannot attempt to discuss them here. Suffice 
it to say that any persistent cough that can- 
not be explained by physical or complete x- 
ray examination should be studied broncho- 
scopically. 

9. Bronchoscopy in tuberculosis has a 
limited usefulness. It is of value therapeu- 
tically in removing obstructing granulation 
tissue and thick purulent material from the 
bronchi, especially from around old stric- 
tured areas. The strictures themselves are 
usually best left alone. 

I think that the value of local treatment 
of tuberculous ulceration of the trachea and 
bronchi is quite doubtful, in spite of the 
glowing reports of its effectiveness by nu- 
merous authors. I think the outcome of 
these lesions depends almost entirely on the 
type of pathology—i. e., whether caseous, 
productive, or fibrotic—and on whether the 
pulmonary disease is controlled. 
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Case 3 Case 4 Case 5 


Bronchoscopy, in the future, may have a 
usefulness in blocking or stenosing a lobe 
bronchus in selected cases. Diagnostic bron- 
choscopy is often of value in finding the 
source of positive sputum when other 
methods fail, and is indicated when signs 
and symptoms of bronchial] obstruction are 
present. 

The following case reports illustrate the 
use of the bronchoscope in various condi- 
tions. 

Case 1. Miss D. C., aged sixteen, gave a 
history of having violent paroxysms of 
cough, especially at night, which were not 
affected by usual drugs. Her x-ray films 
were perfectly normal. Bronchoscopy showed 
an acute inflammation of the bronchial mu- 
cous membrane around the spurs of the left 
lower lobe bronchi. Smears gave an almost 
pure culture of streptococci. A short course 
of sulfanilamide relieved all symptoms. 

Case 2. Mr. ®. F. B., aged forty, com- 
plained of a persistent hacking cough of six 
years’ duration. He had occasional pains, 
and almost constant tenderness just to the 
left of the sternum at about the third costal 
cartilage. Frequent chest examinations in 
numerous clinics had failed to show any pul- 
monary pathology. The x-ray film (fig. 2) 
is perfectly normal. On bronchoscopic ex- 
amination an ulceration of the main stem 
bronchus on the left was found, and when 
this was touched with the instrument it gave 
the patient the same pain that he had been 
experiencing for years. This ulcer was 
treated with silver nitrate and deep x-ray 
therapy, and has remained healed for the 
last three years. 

Case 3. Mr. C. G., aged sixty-one, gave 


a history of an occasional small hemoptysis 
and frequent blood streaked sputum. X-ray 
examination showed the lung to be essential- 
ly clear except for a large calcified gland in 
the left hilum. Bronchoscopy revealed an 
ulcer in the left bronchus, corresponding to 
the position of this calcified gland. This was 
treated with 20 per cent silver nitrate and 
was healed, but blood streaked sputum has 
since recurred. No bronchoscopy has been 
done to determine if this bleeding was from 
this same ulcerated area. 

Case 4. Mrs. R. M. M., aged twenty-four, 
was admitted with a history of continuous 
and persistent heavily blood streaked sputum, 
and frequent large pulmonary hemorrhages 
over a period of three months. The patient 
was markedly emaciated, anemic, and had 
a most harassing cough. Two transfusions 
of whole blood were given before broncho- 
scopy, at which time a mass of granulation 
tissue was found to be obstructing the lower 
lobe bronchus. This was removed with 
biopsy forceps and cauterized with 20 per 
cent silver nitrate. The cough and bleeding 
ceased almost immediately, and the patient 
gained 25 pounds in one month. Later bron- 
choscopy showed a partial stricture of the 
lower lobe bronchus. This patient died of 
brain abscess three months after discharge, 
ten days after a tonsillectomy. 

Case 5. Miss M. S., aged forty-three, had 
had frequent attacks of pneumonia in the 
right side, almost continuous hacking cough 
and occasional blood streaked sputum. Bron- 
choscopy revealed a large ulcerated lesion 
just below the bifurcation of the right upper 
lobe. This was treated with 20 per cent 
silver nitrate. Two days following the last 
treatment the above film was made (fig. 5), 
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which was interpreted as 
atelectasis of the lower lobe. 
This cleared in three days. 
Deep x-ray therapy was 
given over the ulcerated 
areas with complete heal- 
ing; however, partial stric- 
ture of the bronchus re- 
sulted. 

Case 6. A. W., a colored 
male, forty-three years old, 
gave a history of recent 
loss of weight, night sweats, 
slightly productive cough, 
hemoptysis, and pleurisy in 
the left chest. Figure 6 
shows a hazy homogeneous 
density in the left upper lobe, which was 
thought to be an exudative tuberculosis. Re- 
peated sputum examinations were negative 
for tubercle bacilli. A tuberculin test with 
1:1000 dilution of old tuberculin (Mantoux) 
was negative. A culture on Saboraud me- 
dium of a small amount of material aspirated 
from the left upper lobe showed a fairly 
heavy growth of Penicillium. After deter- 
mining the patient’s sensitivity large doses 
of potassium iodide were given, with almost 
complete clearing in three weeks (fig. 7). 

Case 7. Mr. C. F. R., aged forty-seven, 
gave a history of a weight loss of twenty- 
four pounds in five months, gradually in- 
creasing fatigue, and a slightly productive 
cough. Four weeks before admission, when 
he was working in a dusty atmosphere, his 
cough and expectoration became much worse; 
he developed a temperature of 102°, and 
was confined to bed for one week. Figure 
8 shows a heavy mottled density in the right 
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Case 6 


upper lobe, with small cavities at the second 
rib in front, which was interpreted as tuber- 
culosis. One week later, on his admission to 
the Sanatorium, another film (fig. 9) was 
made, which shows marked spread of the 
lesion, now a large cavity in the midzone. 
Large amounts of foul-smelling sputum were 
raised; no tubercle bacilli were found. Bron- 
choscopic examination failed to reveal any 
obstruction; considerable secretion was as- 
pirated, and a specimen taken directly from 
the bronchus showed an almost pure culture 
of hemolytic staphyloccoccus. Small doses 
of neoarsphenamine and staphylococcus 
toxoid were given, with complete clearing in 
about one month (fig. 10). 

Case 8. Mr. R. C., aged thirty, had a long 
history of productive cough, with three at- 
tacks of pneumonia in the left side in the 
last six years. Bronchoscopy revealed a 
large quantity of tenacious sputum in the 
left bronchial tree. Repeated bronchoscopies 
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Case 8 


plus postural drainage over a period of two 
months showed marked clearing of the lesion 
which was noted in figure 11. Figure 12, 
a film taken one month later, shows an ex- 
tensive bronchiectasis in the left lower lobe. 

Case 9. P.N., fifteen year old white male, 
complained of a cough productive of three 
or four ounces of thick purulent sputum 
each day for three weeks. X-ray examina- 
tion (fig. 14) was essentially negative; how- 
ever, a slight exaggeratio: of the lung mark- 
ings at the left base made one suspect that 
the sputum was coming from this region. 
A left sided bronchogram (fig. 15) shows 
two small bronchiectatic areas in the lower 
lobe, but not enough involvement to account 
for the purulent sputum. Bronchoscopy was 
performed, and it was found that the pus 
was coming from the unsuspected right up- 
per lobe. A bronchogram of the right upper 
lobe (fig. 16) shows a fairly extensive bron- 
chiectasis. 

Case 10. J. C., a white male, aged seven- 


teen years, gave a history of left sided pneu- 
monia four years previously, from which he 
had had a very slow recovery. He had had 
a productive cough since, with frequent 
bouts of fever, especially when the sputum 
decreased, which were followed by an in- 
crease in sputum, and return of temperature 
to normal. There had been frequent small 
hemoptyses. 

Figure 17, a bronchogram of the left lung, 
shows a triangular density at the left bor- 
der of the heart. On first inspection the 
bronchogram appeared normal. After more 
careful observation, however, it was noted 
that there is no lower lobe bronchus visible, 
and that the upper lobe fills the entire chest. 
Bronchoscopic examination showed an al- 
most complete stricture of the lower lobe 
bronchus. An aspirating tube was passed 
through this strictured area and lipiodol was 
instilled into the collapsed lower lobe. Fig- 
ure 18 shows an extensive bronchiectasis in 
the collapsed lower lobe. 
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After lobectomy by Dr. Churchill of Mas- 
sachusetts General Hospital, Boston, the pa- 
tient made an uneventful recovery and has 
been symptom free for three years. 

Case 11. Mr. C. C.) aged twenty-eight, 
had had a cough productive of two or three 
ounces of thick foul-smelling sputum for the 
last eight months, following what was 
thought to be influenza. There had been fre- 
quent small hemoptyses. The patient had 
lost eighteen pounds in the past eight months, 
and complained of an increase in fatigue, 
occasional night sweats, and low grade tem- 
perature. An x-ray film (fig. 20) showed a 
slight mottling in the upper part of the left 
lung, and what appeared to be a small cavity 
in the first interspace. The left diaphragm 
was raised and the heart shifted slightly to 
the left. Bucky films, not shown here, showed 
a cucumber-shaped mass behind the heart 
shadow. Bronchoscopy revealed a stricture 
of the left lower lobe. The aspirating tube 
was passed through the 
stricture, and lipiodol was 
instilled into the collapsed 
lower lobe. Another x-ray 
examination (fig. 21) 
showed an extensive broh- 
chiectasis in, the collapsed 
lower (left) lobe. A lobec- 
tomy was performed by Dr. 
Dery! Hart of Duke Uni- 
versity Hospital with ex- 
cellent results. Dr. R. E. 
Smith of Mt. Airy, the re- 
ferring physician, states 
that the patient is symptom 
free except for an occasion- 
al slight productive cough. 


This, no doubt, is coming from the few bron- 
chiectatic areas noted in the left upper lobe. 

Case 12. C. F., a white male aged nine- 
teen years, complained of a slight productive 
cough of five years’ duration. Three differ- 
ent rib resections on the left had been done 
for what was thought to be empyema dur- 
ing the last five years, and at each time a 
pint or more of thick pus was drained. The 
patient never felt good for more than a 
month at a time, and often had bouts of very 
high temperature. He had found that cer- 
tain positions allowed him to raise more 
sputum, and that the temperature usually 
subsided following this. 

An x-ray film (fig. 22) showed two large 
annular shadows at the left base, the lower 
one showing a small fluid level. The heart 
and mediastinum appeared to be pushed to 
the right. Bronchoscopic examination 
showed a definite abnormality of the left 


bronchial tree. Numerous branches extended 
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Case 12 


in all directions from the main stem: no 
definite lower lobe bronchi could be made 
out. Figure 23, a bronchogram of the left 
lung, demonstrates the abnormal branching 
of the bronchi. It can be noted also that 
none of the oil is in the large cavities, though 
there is a small pooled area on a level with 
the ninth rib posteriorly. Diagnosis of con- 
genital cystic disease of the lunge was made. 
The cystic portion of the lung was removed 
by Dr. Julian A. Moore in Asheville. 

Case 13. Mrs. S. R. L., aged twenty-three, 
had had far advanced tuberculosis for the 
past three years. A left-sided pneumothorax 
had been performed, and she had been dis- 


charged on exercise from a tubercular sana- 
torium eight months previously. Five weeks 
before admission to the Guilford County 
Sanatorium, she had had what was thought 
to be pneumonia in the collapsed lung. Since 
then she had had a most harassing cough, 
productive of thick purulent sputum and fre- 
quent small hemoptyses. Her appetite was 
good, but she was unable to keep her food 
because of vomiting brought on by paro- 
xysms of cough. She had lost twelve pounds 
of weight in the past five weeks. There was 
a localized audible wheeze over the left 
chest. Bronchoscopy revealed a mass of 
granulation tissue around an old stricture in 
the lower left lobe. Granulation tissue was 
removed by biopsy forceps and treated with 
silver nitrate. The stricture was very nar- 
row, but a small aspirating tube was passed 
through it, an ounce of very thick purulent 
secretion was aspirated, and lipiodo] was 
instilled. Figure 24 shows an extensive bron- 
chiectasis of the lower lobe. The cough was 
markedly improved, but because of the dif- 
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Case 13 


ficulty in raising sputum, it was decided to 
dilate the stricture. Three attempts were 


made with what appeared to be good re- 
sults, Sputum was much more easily raised, 
and the temperature subsided. One month 


after the last dilation the patient died from 
what her referring physician, Dr. G. H. Sum- 
ner, thought to be a tuberculous meningitis. 


There is very little doubt in my mind that 
the hematogenous spread was a direct result 


of the manipulation of this stricture. 


Abstract of Discussion 
Dr. Charles H. Cocke (Asheville): Dr. Bonner’s 


paper clearly emphasizes the fact that what was 
the unusual, the rather bizarre, and the difficult 
only a few years ago should be today either within 
the capability or at the disposal of every man who 
comes in contact with bronchopulmonary diseases. 
In the short length of time since Dr. Jackson im- 
proved on the bronchoscope the whole field of bron- 
choscopy has developed. 

As we improve in our technique and in our ability 
to use the bronchoscope mechanically, we find that 
it has an expanding use not only in diagnosis but 
also in therapeutics. As Dr. Bonner has indicated, 
the procedure in the hands of a man who has had 
proper training is not a very formidable one. 

Dr. Bonner referred to the removal of foreign 
bodies in the chest. Organic objects such as pea- 
nuts and watermelon seeds will not give manifesta- 
tions on the x-ray film. It is usually these vegeta- 
tive bodies which produce the very immediate dis- 
astrous changes, and which have to be removed 
immediately to prevent spirochetal infection. The 
bronchoscope is invaluable in such a procedure. 

The proper approach to the study of broncho- 
pulmonary disease is a four-fold one: First, from 
the history; second, from the clinical examination; 
third, from the laboratory studies; and lastly, from 
the bronchoscopic examination. 

I think any patient with an obscure thoracic dis- 
ease, or with symptoms of disturbances such as 
tracheal or repeated bronchial] obstruction, or with 
an unusual cough which is not relieved by ordinary 
sedation, or with expectoration of unusual and un- 
due amounts of pus, should have a bronchoscopic 
examination. 

We have learned a lot by the use of the contrast 
media and by the use of varying positions of x-ray 





654 NORTH CAROLINA 


in the matter of atelectasis and bronchiectasis. Dr. 
Bonner spoke of localizing bronchiectasis, which is 
eventually going to end in either partial or total 
obstruction of that bronchus and then in bronchiec- 
tasis or atelectasis, or both. If the atelectasis is 
not very promptly relieved—and it may not always 
be relieved by some of the measures which have 
been advocated in the past—you have to treat it by 
opening up that bronchus, or else you will inevitably 
have the development of bronchiectasis. I agree 
with Dr. Bonner that these conditions can seldom 
be treated successfully by the use of the broncho- 
scope alone. 

We have only recently learned to diagnose bron- 
chial tuberculosis. It is very difficult to treat bron- 
chial tuberculosis which will go on to bronchia) 
obstruction. As a rule, the patient is so tubercu- 
lous that surgical removal is out of the question. 
I believe that this is a field that should be in the 
hands only of the skilled bronchoscopist. 

Just recently Dr. Hart was able to take off a 
flap valve in the mediastinum of a patient who 
had developed an encephaloid condition, which a 
tuberculous patient will not infrequently develop 
during the process of pneumotherapy. That con- 
dition, if not alleviated by means of operation is 
going to be progressive, and, of course, the end 
result is a miserable death. 

I think that Dr. Bonner has done us a very fine 
service; and if he has made this group of alert 
medical men bronchoscope conscious, we all owe 


him a debt of thanks. 





OUR EFFORTS TO REDUCE THE 
MATERNAL MORBIDITY FROM 
CHILDBEARING 


THOMAS LESLIE LEE, M.D. 
KINSTON 


Shakespeare philosophizes as follows: 
“An enterprise when fairly once begun 
should not be left ’till all that ought is 
done.” It is thus with the pregnant woman. 
Our responsibility does not cease with the 
birth of the baby. Our duty is to see “that 
all that ought is done” in so far as is pos- 
sible to return the mother to her family and 
society a healthy woman, able to carry on 
the duties ascribed to her. 

I regret that at this time I am unable to 
bring you new scientific truths from the 
field of obstetrics and gynecology. In my 
search for a subject I was much impressed 
by the absence of recent articles on obstetric 
morbidity and postpartum care. True, there 
are many statistical reports on maternal 
morbidity based upon a rise of temperature 
to 100.6° for two consecutive days during 
the puerperium. Morbidity is defined by 
Webster as follows: 1. Gloomy or pessimis- 
tic outlook or state of mind. 2. Unhealthy 
bodily condition, sickness. 3. Amount of sick- 
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ness, sick rate. Based upon the above defi- 
nition the actual obstetrical morbidity rate 
would be impossible to estimate. 

Our efforts to reduce the morbidity from 


childbearing begin during the prenatal pe- 
riod—in fact, at the very first visit of the 
pregnant woman. At this time certain de- 
cisions must be reached and certain ques- 


tions answered. Does the woman have any 
physical or mental] defect which will be made 
worse by pregnancy and labor? Is the pelvis 
of adequate size to permit delivery from be- 
low? If this pregnancy is carried through, 
should she be allowed to become pregnant 
again? It is a well known fact that preg- 
nancy exerts a most deleterious effect upon 
certain organs which already show evidence 
of disease—namely, the lungs, the heart, the 
kidneys and the hematopoietic system. When 
disease of these organs is found during the 
prenatal] examination, this disease is practi- 
cally always exaggerated during pregnancy. 
Even if the pregnancy progresses to a suc- 
cessful termination, the added strain of 
pregnancy is evident. In every instance an 
effort should be made to estimate the capaci- 
ty of the pelvis. Since the advent of pelvic 
mensuration by the use of the roentgeno- 
gram much has been written to belittle the 
value of external and internal pelvimetry. 
It is my opinion that a fairly accurate esti- 
mate of the capacity of the pelvis can still 
be had by the use of the finger and the pelvi- 
meter. True, much more can be learned from 
the x-ray, especially as regards the shape 
of the pelvis, which is most important. How- 
ever, x-ray facilities are not always avail- 
able, and not all patients can afford it. 
Therefore, we must at times still depend 
upon external and internal pelvimetry. Much 
sickness and invalidism can be prevented by 
using all known methods of examination in 
planning the method of delivery best suited 
for a particular case. As previously stated, 
certain diseases tend to be made much more 
severe by pregnancy. In order to prevent 
further pregnancies and further advance- 
ment of the disease, many women with such 
diseases should be sterilized at the time of 
delivery, either by cesarean section and liga- 
tion of the fallopian tubes or by allowing 
the patient to be delivered normally and per- 
forming the laparotomy twenty-four hours 
later. The latter method seems to be gain- 
ing favor, because of lower mortality and 
morbidity. 

The diseases giving rise to obstetric mor- 
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bidity during the prenatal period are many. 
Those most frequently encountered are an- 
emia, toxemia and pyelitis. Anemia may be 
caused by some alteration in the hemato- 
poietic system, or by hemorrhage. It is im- 
possible to discuss all the etiological factors 
concerned in the production of hematopoietic 
anemia. I am convinced that such anemia 
is often due to malnutrition and vitamin 
deficiency. Hemorrhagic anemia often re- 
sults from placenta previa or premature 
separation of the placenta, both of which are 
grave complications of pregnancy. The treat- 
ment of all anemias should be carried out 
with thoroughness, and every effort made 
to have the blood count as near normal as 
possible when labor begins. It is well to 
have the patient’s blood typed and matched 
with that of some member of the immediate 
family who will probably be present during 
labor. This typing should be done during 
the second trimester of pregnancy, so that, 
should an accident occur, little time will be 
lost in replacing the blood loss. 

During the prenatal period one must be 
on constant guard for the development of 
renal complications. These are always seri- 
ous and demand immediate and continued 
treatment. The toxemias and pyelitis con- 
stitute the most frequent renal complica- 
tions. If either of these conditions is al- 
lowed to go untreated permanent renal 
damage is sure to ensue. 

During labor much can be done to alleviate 
unhappiness and sickness following the birth 
of the baby. As regards analgesia, the phy- 
sician must be his own judge. These rules 
should govern its use: First, it must not be 
injurious to the baby. Second, it must not 
retard labor. Third, it must not be injurious 
to the mother. I believe in the use of anal- 
gesics. Personally, I prefer morphia and 
scopolamine in primiparas and the barbit- 
urates, paraldehyde and scopolamine in mul- 
tiparas. Never should analgesia approach 
anesthesia. 

The old idea of the woman’s “bearing 
down” throughout the whole labor has long 
been abandoned, although a few nurses and 
relatives still adhere to this idea. Occasion- 
ally in posterior positions of the occiput the 
straining or bearing down effort becomes a 
great help and should be encouraged. Much 
pelvic relaxation with its discomfort will be 
prevented by abolishing the straining effort 
during labor except where strictly indicated. 

Probably the greatest advancement in the 
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prevention of obstetric morbidity during 
labor is the popularizing of an old operation, 
that of episiotomy. Many women are de- 
livered without external evidence of lacera- 
tion of the perineum, but return in six weeks 
with a bulging cystocele and rectocele. These 
conditions are due to the invisible submucous 
tearing of the perineal fascia and muscles. 
Episiotomy protects not only the perineum, 
but, more important, the anterior vaginal 
wall and the supporting structures of the 
bladder. A lacerated perineum with recto- 
cele is easy to repair, but it is next to im- 
possible to restore the anterior vaginal wall 
and bladder supports to their normal condi- 
tion by any operative procedure. One should 
never hesitate to do a repeat episiotomy on 
a multipara; for the same indication is 
present at the second or third labor as was 
present during the first. 

The uterine cervix during labor demands 
the greatest of care. No operative procedure 
from below should ever be attempted until 
the cervix is completely dilated and obliter- 
ated. Slow and gentle dilatation is always 
preferable. If rapid dilatation must be had 
it is much better to incise the cervix than to 
try to dilate by force. In the use of forceps 
before the fetal head is entirely through the 
cervix, extreme caution must be used to be 
sure the forcep blade does not include the 
cervix in its grasp. The extraction should 
always be gentle. . Never should undue trac- 
tion be applied to the forceps. One only has 
to examine a few cervices immediately after 
normal labor’and see the extensive lacera- 
tions, to appreciate what may happen by 
the injudicious use of forceps. When deep 
lacerations of the cervix occur during either 
spontaneous or instrumental delivery, they 
should be repaired immediately. 

Infection has been and still is a great 
factor in the production of morbidity from 
childbearing. Our greatest advancement in 
this field has been the recognition of its 
source—droplet infection from the nose and 
throat of the attendants, air-borne infections, 
and contact infection. Today the recognized 
treatment for infection is conservative—by 
transfusions, a well balanced diet and the 
sulfonamide group of drugs. The best treat- 
ment of infection is prevention. Most in- 
fections are preventable. In my experience 
the free use of mercurochrome has proven 
most beneficial. Every hour during labor a 
4 per cent solution of -mercurochrome is 
sprayed upon the vulva. Following labor 4 
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drachms of 1 per cent solution is instilled 
into the vagina twice daily. 

The management of the third stage of 
labor deserves especial consideration. Never 
attempt to express the placenta until separa- 
tion is complete. Wait at least one hour be- 
fore invading the uterus to remove the 
placenta manually unless active bleeding is 
present. Never try to separate the placenta 
from the uterus manually unless a line of 
cleavage can be found. Not all postpartum 
hemorrhage comes in gushes. The continu- 
ous ooze is probably more dangerous than 
the gushing type; for it is often neglected 
until the blood loss is enormous. 

During the immediate postpartum period 
our efforts should be directed toward the 
conservation of blood. This is most impor- 
tant in the prevention of obstetric morbidity. 
If unusual bleeding is present, its source 
must be located. The cause will usually be 
laceration of the cervix or perineum, re- 
tained placental fragments, uterine inertia 
or atony. If the bleeding be from the cervix 
the laceration should be repaired immediate- 
ly. (This can be done at home.) If it is 
from retained placental tissue, it should be 
removed. If it is from uterine inertia the 
uterus should be firmly packed with sterile 
gauze and oxytocics administered. 

The greatest single aid in the prevention 
of obstetric morbidity lies in adequate post- 
partum care. In our efforts to promote pre- 
natal care, the care of the woman after labor 
has been somewhat neglected. I do not be- 
lieve that half as many women receive post- 
natal care as do prenatal care. To the gyne- 
cologist this is much more apparent, for it 
is he who usually sees the end results of 
good, bad and indifferent obstetrics. 

The postpartum period is one of the most 
important periods in the life of a woman. 
At no other period are so many physiological 
changes occurring in the body and at the 
same time so many pathological conditions 
being repaired. During this period the phy- 
sician has a real opportunity to aid in the 
reduction of the morbidity from childbear- 
ing. 

During the lying-in period many condi- 
tions may arise which may have serious 
consequences. The bladder during this period 
should never be allowed to become over-dis- 
tended. If catheterization is necessary it 
should be done with the utmost of care and 
gentleness. Residual urine during the lying- 
in period is relieved by completely empty- 
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ing the bladder by catheter at least every 
twelve hours, even if the patient is voiding. 
Infection is probably the greatest source of 
danger during this period. Every effort must 
be made to prevent its occurrence. Lactation 
is also a frequent cause of morbidity. If 
the breasts become over-distended and en- 
larged, they should be emptied by gentle 
massage with camphor in oil, the gentle use 
of the breast pump and the application of 
ice bags. Testosterone has been used with 
much success during the stage of engorge- 
ment. Fissure and cracks of the nipple must 
receive immediate and careful attention. 
They are best alleviated by the application 
of alcohol dressings and rest to the part. 
At the end of the sixth week, involution 
and return of the organs of reproduction to 
normal should be about complete. At this 
time a thorough examination of the mother 
should be made, with especial attention to 
those abnormalities that have been noted 
during the prenatal, delivery and immediate 
postpartum periods. The perineum should 
be examined, repaired lacerations inspected 
and the general supporting power of the 
perineum estimated. If pathologic conditions 
are found, instruction as to their care should 
be given. The most important examination 
to be made at this time is that of the cervix. 
It should be palpated and inspected. Patho- 
logical conditions of the cervix are among 
the most important factors in sickness fol- 
lowing childbirth. The most frequent lesions 
are lacerations. Next in order is eversion 
or granular endocervicitis. Chronic inflam- 
mation of the pelvic cellular tissue results 
from the lymphatic extension of infection 
consequent to cervical injuries. The infec- 
tion spreads laterally to the parametrial] 
tissue and broad ligaments, and posteriorly 
along the sacro-uterine ligaments. The lym- 
phatics between the bladder and uterus also 
become infected, thus causing infection with- 
in the bladder. In my experience the trau- 
mas and infections of childbirth are a fre- 
quent cause of lower abdominal pain in 
women. It is believed that cervical lacera- 
tions and infections are the forerunners of 
cancer. Cervical eversions and minor lacera- 
tions and infections are readily amenable to 
office treatment without anesthesia. A single 
treatment with the nasal tip cautery or sur- 
gical diathermy is usually sufficient to effect 
a cure. When parametritis has developed, 
heat in the form of continuous hot douches 
(using 3-5 gallons of water at low pressure), 
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and non-specific protein therapy will usually 
result in a cure of the pelvic infection. 

In about 25 per cent of the cases examined 
postpartum the uterus will be found in a 
position of retroversion. An effort should 
always be made to replace the organ. Repo- 
sition can be accomplished in the majority 
of cases. After the organ is replaced, it 
should be held in position by a well fitting 
Smith-Hodge pessary or modification there- 
of. The pessary should be worn for three 
months and should be removed, cleansed and 
replaced each month. In the vast majority 
of cases this simple procedure will effect a 
cure. The degree of involution of the uterus 
should also be noted. If the uterus continues 
large and boggy, oxytocics and heat should 
be prescribed. If at any time during preg- 
nancy or labor there has been evidence of 
toxemia or pyelitis a careful examination of 
the urine should be made and the blood pres- 
sure recorded. A large percentage of the 
toxemias are not cured after labor. The 
aftermath of chronic nephritis may greatly 
diminish the usefulness of the patient and 
shorten her life considerably. All patients 
who have suffered from toxemia should be 
warned of their condition and advised as to 
their care for years to come. All pathologi- 
cal conditions found at the six weeks ex- 
amination should be treated and followed 
until a cure is obtained. 

When the mother is discharged informa- 
tion as to her future care should be given. 
The value of a yearly check-up examination 
should be fully explained. If every woman 
would have a complete pelvic examination 
every year, I believe that the number of 
cures of cancer of the female genital organs 
would rise 50 per cent. Those individuals 
who have had toxemia and apparently made 
a complete recovery should be advised as to 
future pregnancies. Those who have not re- 
covered completely, but still have an elevated 
blood pressure and albumin and casts in the 
urine should be advised as to their condition 
and should be under constant medical super- 
vision. 

Our efforts to reduce the morbidity from 
childbearing must be both preventive and 
curative. If we are able to prevent disease, 
we do not have to worry about its cure. 
’ Once a disease or process has begun, its 
progress must be arrested if possible, before 
it has caused permanent damage. All dis- 
eases caused by or incident to pregnancy 
and labor must receive treatment until a 
cure is obtained if such is possible, 
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SEXUAL INADEQUACY 
G. CARLYLE CooKE, M.D., F.A.C.S. 


WINSTON-SALEM 


There is growing interest in the diagnosis 
of constitutional inadequacy. Dr. Alvarez"? 
states that one out of every three patients 
he saw last year belonged in this group. 
There are two or three significant points in 
the findings which help in making the diag- 
nosis. It occurs most frequently in young 
married women. Usually there is a history 
of similar symptoms in other members of 
the preceding or immediate family. Some 
of the symptoms of which these patients 
complain are nervousness, weakness, vague 
aches and pains all over the body, loss of 
weight, insomnia, menstrual disorders and 
unhappy married life. There are other symp- 
toms, but these are more or less constant. 
One of the most frequent findings is thin- 
ness and frailty. 

The saddest part of the whole story is that 
when such a diagnosis is made, these poor 
mortals are usually adjudged hopeless and 
are often advised to stop spending their 
money in a search for medical aid. Such 
advice discourages these unfortunate victims 
and increases the income of the quacks. 

This paper will deal with a condition which 
the author believes is frequently placed in 
that category unadvisedly. This condition 
is so old as to reach back to antiquity, but 
a diagnosis which will adequately describe 
it is, so far as I am aware, entirely new. 
The term “sexual inadequacy” is descriptive 
of a condition which may lead a patient to 
give a history similar to that described un- 
der constitutional inadequacy. Sexual in- 
adequacy must be differentiated from im- 
potence, as the latter precludes sexual inter- 
course. 

Whether or not the caption is accepted, 
the fact remains that a vast domain of ills 
are directly attributable to sex derange- 
ments. The sex function is motivated by 
one of the strongest laws of nature. Itisa 
subject about which all mankind is most 
ignorant. The subject was not mentioned 
during my entire medical training. It is the 
subject least discussed in medical literature. 
It is my firm belief that doctors especially 
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should be better informed as to normal sex 
behavior and be prepared to treat the ills 
which may arise from sex inadequacy. One 
is more or less apologetic in offering a 
treatise on the subject, and yet it is so far- 
reaching in its possibilities that the attempt 
is herewith made. 

To make the object of this paper clearer, 
a typical case is presented. 

A white woman, aged twenty-four, mar- 
ried two years, came complaining of weak- 
ness, nervousness, pains in lower abdomen, 
back and legs. She could not sleep, had a 
poor appetite, had lost weight and felt as 
though she could not carry on longer. She 
had been in normal health until about a year 
previously and all the symptoms came on 
insidiously. Her menstrual history was nor- 
mal. She had one child thirteen months old. 
Her periods had been regular and normal 
for the past eight months. She was intelli. 
gent and well educated: Her husband was 
a professor in a large school. Further ques- 
tioning showed that she had had dyspareunia 
all her married life. She became pregnant 
soon after marriage without ever experienc- 
ing an orgasm. Since childbirth she had 
been unable to have an orgasm. Intercourse 
had become more painful and was repulsive 
to her, and she felt that she should leave 
her husband. 

Examination showed a well developed, 
slightly undernourished good-looking white 
woman. She had a relaxed vaginal outlet, 
a bilaterally lacerated cervix with eversion 
and very tender adnexa. No other abnor- 
mality could be found. Her tonsils had been 
removed, and the urine and blood count were 
normal. 

A survey) last year in California showed 
that only 50 per cent of the married women 
of that vicinity ever experienced an orgasm. 
Other investigators report only a little higher 
percentage in other localities. Since this is 
definitely an abnormal condition and is of 
such widespread prevalence, it must un- 
doubtedly be a cause of much female suffer- 
ing. The sex inadequacy may cause con- 
stitutional symptoms indirectly, or constitu- 
tional derangements may cause sex inade- 
quacy and thereby set up a vicious cycle. 
In either event, no gynecological consulta- 
tion is complete when this function is not 


considered. 
There are several definite etiological fac- 
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tors in this condition. One is ignorance. 
Most women and many men, upon marry- 
ing, do not know that it is normal for coitus 
to terminate with an orgasm for the female 
partner. Naturally, they do not know what 
to expect. If they have not been informed, 
neither may know when it has been accom- 
plished. As the female sex organs are less 
sensitive than the male’s, the former may 
not and usually is not capable of complete 
function until after a period of experience. 
In a study of 100 women I found that it 
required an average of two months after 
marriage to realize complete satisfaction 
from coitus. Very rarely has the first ex- 
perience been effective, and in one case an 
orgasm was not experienced until eight years 
had elapsed. Others are disillusioned into 
incapacity. The female has by nature as- 
sumed the passive role in sex and many 
women believe that if they exercise undue 
effort in the procedure they will make a bad 
impression on the husband. 

On first thought it may seem that the lack 
of orgasm following a sexual seance is of 
no significance so far as health is concerned. 
This opinion seems to be just as common 
among doctors as with laymen. A promi- 
nent authority®), when asked what should be 
done for this type of person replied, “Tell 
her to make her husband think that it has 
been satisfactory and let it go at that.” 
After seeing over a period of years effects 
directly traceable to this condition, I am 
thoroughly convinced that this is a very 
erroneous idea. Another case report here 
will serve to illustrate very forcefully and 
vividly this point. 

A rather robust good-looking married 
woman of average intelligence came for com- 


plete examination, stating that she had been 
to nine different doctors during her married 
life of eight years. She had had five opera- 
tions ranging from tonsillectomy to appen- 
dectomy. Nothing had given any definite 
relief of the train of symptoms enumerated 
above in similar cases. She had a very good 
and attentive husband and two children. 
There was no history of constitutional in- 
adequacy in the family. Her sexual history 
showed that she had never experienced an 
orgasm. In detail, she described the typical 
course of events relative to her sex experi- 
ence, but only after intense questioning. 
After a normal period of love making at the 
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dinner table and parlor before bed time she 
would become very much excited. When they 
retired her husband would consume ten or 
fifteen minutes in completing coitus, then 
turn over and sleep soundly all night. She, 
on the other hand, could not go to sleep, 
would get up quietly to avoid disturbing the 
husband, go into another room and read or 
amuse herself some other way for two to 
four hours before she could go to sleep. Next 
day she would be tired and nervous. Taking 
care of her household duties would tax her 
endurance to the extreme. 

Physical examination showed nothing ab- 
normal except tender pelvic organs and a 
chronic rhinitis which she designated as 
“catarrh” or “sinus trouble”. I gave her a 
careful explanation of what normal sex be- 
havior should be, and it is with much satis- 
faction that I report that she has remained 
in good health ever since—a period of four 
years. 

Another etiological factor is lowered sensi- 
tivity of the nerve mechanism which con- 
trols the sex function. This may be due to 
lack of development and hormone imbalance 
or deficiency. However, in view of other 
known causes of lowered nerve conductivity, 
it is reasonable to assume that there may be 
a trophic disturbance in the nerve reflex. 
The possibility of vitamin deficiency is sug- 
gested. 

This explanation is offered because in 
some cases after thorough instruction and 
adequate understanding, with no physical 
or hormone defect, and after weeks of effort 
and practice, some women have been unable 
to cohabit normally with their husbands. 

A most frequent cause of sex inadequacy 
is physical imperfection. The erectile tissue 
is to a great extent activated by the con- 
stricting muscular action of the superficial 
perineal muscles, mainly the sphincter va- 
ginae. These muscles are usually very poor- 
ly developed in young white women, because 
before sex life is entered into they are al- 
most entirely functionless. If these muscles 
are injured in childbirth while yet unde- 
veloped, as in the first case reported, these 
women never develop the capacity for 
orgasm until they are repaired. The patient 
in the first case report became pregnant im- 
mediately upon marriage, before information 
and experience were effective of happy sex 
relations, and after childbirth she was ren- 
dered physically incapable. 


Another causative factor is that some 
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women fear that if orgasm occurs they are 
more apt to become pregnant. This, of 
course, is an erroneous conception. 

Finally, perhaps one of the most impor- 
tant causes is hormone deficiency, although 
many women have perfectly normal sex 
functions, with complete absence of ovarian 
hormones, which we usually attribute to the 
stimulation of sex functions. These, how- 
ever, are those whose sex functions were 
well established before there was a hormone 
deficiency. Libido is dependent upon hor- 
monal stimulation, in the absence of an 
inducing partner; but it can be induced 
through stimulating a feminine instinct 
which is not dependent on those hormones 
that we usually consider sex hormones. 


Pathology 


Not even the professional man, unless he 
has gone into these physical processes, can 
appreciate the assertion that mere Jack of 
orgasm following the sex act can cause a 
pathological condition; yet this is true, and 
that is why the term “sex inadequacy” has 
been assigned to a definite clinical and patho- 
logical entity. 

During a sexual seance, the mucous mem- 
branes become irritated and hyperemic, the 
genital muscles become more or less spastic. 
The pelvic structures become engorged with 
blood because of a retarded venous flow. 
This is part of the modus operandi of erectile 
tissue. The nervous elements are made more 
excitable, and the sympathetic system is 
changed so that its functions controlling 
other organs and metabolic processes are in- 
hibited. For instance, during sexual excite- 
ment, digestion, bowel and bladder functions 
are inhibited. Erectile tissue all over the 
body is activited through its intimate sympa- 
thetic nerves. The nipples become firm. 
The mucous membrane of the nose, which 
contains much erectile tissue, especially in 
some of the lower animals, becomes en- 
gorged. Many persons, most of whom are 
unconscious of the real physiological action, 
have nose bleed during sex excitement. The 
nasal engorgement which may ensue causes 
obstruction to sinus drainage. If it is tempo- 
rary it leads to no harm, but if prolonged 
it may cause sinus infection. These are just 
a few of the many physica] deviations from 
the usua) body functions that occur as direct 
result of sexual excitement. There are prob- 
ably greater disturbances in the mental] field, 
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but these are best explained by the psychia- 
trist. 

Nature has made the body capable of with- 
standing these changes over short periods of 
time, but it cannot tolerate excesses without 
pathological changes. 

Every doctor is instantly conscious of the 
bad effects of excessive sexual indulgence, 
but few of us fully realize that when the 
normal sex act is not completed by. an 
orgasm, injurious effects may follow in male 
or female. When an orgasm occurs there 
is a rapid recession of all these changes to 
a state of rest. The congestion of tissues is 
relieved. The reflex arcs of the nervous 
system return to an unexcitable condition. 
Those unfortunate women who have their 
sex functions thrown into excitement and 
left in that condition may gradually return 
to normal, but there are many who do not. 
These are apt to go the rounds of numerous 
doctors who are inadequately equipped to 
give them the medical aid that will cure 
them. 


Treatment 


Heretofore, treatment that has come to 
the attention of the writer has been more or 
less empirical. One has difficulty in finding 
any well rounded consideration of the points 
in mind. However, when a _ pathological 
process is understood, one may begin scien- 
tific treatment. That applies also for sex in- 
adequacy. While the study of this condition 
is new and the material has been so limited 
that results are worthy of no definite con- 
clusions, some treatments have resulted in 
satisfactory ameliorations. 

First, of course, the diagnosis must be 
established and its causes tabulated. Sinyple 
instructions sufficient to dispel the effects of 
ignorance are a first requisite. All patients 
should know the importance of completed 
sex functions and how to effect this end, 
and should be instructed that it should not 
be indulged in when a favorable outcome 
cannot be anticipated. The art of love mak- 
ing might be taught married couples with 
far reaching benefits. 

Second, all physical defects should be cor- 
rected. Dyspareunia must be relieved; re- 
moval of infection from the tubes and pelvic 
organs may be necessary. A widely dilated 
cervix may be the source of this affection. 
This is especially important where genital 
hygiene is not well established. A high 
bacterial flora of the vagina may cause in- 
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fection to be forced through the uterus and 
into the tubes and pelvic peritoneum with- 
out causing an appreciable endometritis. It 
is my belief that many non-specific pelvic 
infections exist and are contracted from this 
source. Adhesions occur insidiously between 
the tubes, ovaries, broad ligaments, sigmoid 
and the peritoneum of the cul-de-sac which 
cause much pain when their relations are 
disturbed. Pelvic infection and ovarian 
blood supply must be corrected; repair of a 
lacerated cervix may prevent recurrence, but 
in some cases tying off the tubes may be 
necessary. 

Third, the pelvic floor and superficial geni- 
tal muscles must be free from injury. In 
our perineal work we are apt to overlook 
the superficial, especially the anterior muscle 
defects. If these are defective, erection of 
the clitoris may be abolished and orgasm 
impossible. ' 

Fourth, the general physical condition of 
the patient must be well considered. The 
nutrition, including vitamin adequacy, should 
be taken care of. Overwork and fatigue 
should be contraindications for sexual in- 
dulgence, and both partners should be 
warned of this mistake. 

Fifth, hormone insufficiencies may be one 
of the worst etiological factors to correct. 
Here a short survey of the status of available 
sex hormones might be of interest. It can be 
safely said that at present the estrogenic 
hormone, of which theelin is an example, 
will do three things consistently: It will re- 
lieve the nervous symptoms of menopause; 
it will increase the flow of blood from the 
uterus, but will not produce normal men- 
struation; and it will increase the congestion 
of the genital organs. This may be of value 
in treating gonorrheal vaginitis in children 
but is definitely less called for since the 
advent of sulfanilamide.The congestion and 
hypertrophy of these tissues may increase 
libido, and in this way be of value in the 
disease under consideration. 

The anterior pituitary-like substances, of 
which antuitrin S is an example, will pre- 
vent excessive uterine bleeding when it is 
due to glandular derangement. It is effectual 
both in menorrhagia and metrorrhagia. It 
may be of value in stimulating normal 
growth in the adolescent of sex structures. 
Antuitrin S will sometimes relieve unde- 
scended testicles and also stimulate the 
growth of infantile female genital organs. 

Progesterone—or corpus luteum—will re- 
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lieve the tendency to abortion. Recently it 
has been found to be of value in reducing 


the over-congestion of sex organs when 
theelin is used to combat hot flashes of the 
menopause. One to ten units of progesterone 
with each 5000 units of theelin may well be 
given. 

As yet, we have no available sex hormones 
which will consistently produce ovulation 
and thereby normal menstruation. The pre- 
cipitant factor of the pituitary element that 
is found in the blood of the pregnant mare 
(Gonadogen—Upjohn) has been very con- 
sistent in its action on lower animals, and 
to a less extent on humans. It is hoped that 
this drug will eventually have something of 
value to offer us. 

In the treatment of sex inadequacy, the 
other endrocrine glands must be well con- 
sidered. Sex functions may not be depend- 
ent on hormones from the pituitary and thy- 
roid, but the inadequacy of these glands may 
be a factor in sex inadequacy. Lack of 
hyperemia and response to nerve stimula- 
tion on the part of the genital organs may 
be due to lack of thyroid. Even the mild 
cases of myxedema should be sought out. 
Again we are especially apt to find sex in- 
adequacy with disease of the pituitary. Froe- 
lich’s and Cushing’s syndromes, or even a 
tendency to one of these conditions, may be 
sufficient to produce sex inadequacy. Froe- 
lich’s syndrome may be corrected by x-ray. 
Gonadal obesity or insufficiency should cer- 
tainly be sought for in all cases. 

One other pathological finding not men- 
tioned above may be a causative factor, and 
may be relieved. Some of these patients 
show infantile uteri and poorly developed 
genital organs. This is not necessarily al- 
ways present; nor is its presence indicative 
of sexual inadequacy, as sometimes the 
functions are well accomplished with these 
findings. 

Whole ovarian substances (Armour) will 
relieve the acne of adolescence in both boys 
and girls. In some instances it may improve 
the development of sex organs. 

Pituitary extract, in some cases, has shown 
marked benefit in pituitary deficiency, but 
enormous amounts are required. None of 
these last three products are at all consistent 
in their actions, but their possibilities should 
not be overlooked in treating obstinate cases 
of sexual] inadequacy. 
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Abstract of Discussion 


Dr. Paul W. Johnson (Winston-Salem): This sub- 
ject is a very difficult and delicate one for both 
the patient and physician. It is also an intangible 
subject, because it involves so many phases that it 
is hard to get at the basis of an accurate diagnosis. 
It takes in the financial and social standing of the 
family, the physical make-up of both husband and 
wife, and the understanding and regard which each 
mate has for the other. 

As Dr. Cooke has already stated, it is necessary 
to try to get at the underlying cause. I believe 
that in possibly 85 per cent of cases this is due to 
the husband rather than to the wife. I make that 
statement because of the report recently given by 
Dr. Huhner of New York. He makes the point that 
most young men who have had sexual relationships 
before marriage have had it with women of low 
standing—that is to say, prostitutes—and this, of 
course, bears no relationship to love and to the 
marital relationship. The young husband does not 
take into consideration that his wife has not lived 
as he has. 

Another phase is that the young lady has by her 
upbringing often received a mental hazard, This, 
I think, might be classified as intellectual frigidity. 
We come in contact with a number of cases of this 
sort. 

A difficult situation to handle is to have husband 
and wife both come to the doctor’s office with an 
argument in their minds before they come. Recent- 
ly I was consulted by a couple of this sort, both of 
whom were college graduates. Both had agreed to 
come to me. The husband said, “Dr. Johnson, I 
realize that there must be something wrong with 
my wife.” After I had talked with them they had 
an argument, almost got into a fist fight. I indi- 
cated after a complete examination of the young 
lady that there was no physical defect, no hormone 
insufficiency, but that there was a lack of coopera- 
tion and understanding on the part of both man 
and wife. 

I believe that in 85 per cent of the cases the 
underlying cause is due to misunderstanding on 
the part of the wife and the husband. 

There is one other form of frigidity which is 
sometimes mistaken for dyspareunia. It is difficult 
to make this diagnosis, because a part of the mucous 
membrane is anesthetic and part of it is not. 

The treatment of this condition after the diag- 
nosis is made consists, according to Dr. Huhner, 
of a large vaginal electrode administered into the 
vaginal wall, and the sinusoidal galvanic rod passed 
for about ten minutes. Dr. Huhner states that it 
is perfectly safe to give these treatments twice a 
week. His last report was that this was really a 
better procedure than an attempt to segregate the 
various sensitivities of the mucous membrane. 

It is interesting to note that 40 per cent of those 
cases with absolute anesthesia, or absolute frigidity, 
were within a few years classified as psychopathic 
patients. This percentage was drawn from New 
York City. Among those who did have an orgasm, 
only 2 per cent were classified as psychopathic. 

Of course, there has been a lot of discussion on 
the use of various estrogenic hormones. In a com- 
paratively large number of cases of this sort, we 
have tried practically all of the drugs that are on 
the market, including theelin and antuitrin and I 
am sorry to say that none of them could be classi- 
fied as a hundred per cent successful. 

This is a condition which the medical profession 
must face, and which will become increasingly 
prevalent in the future. 
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THE RECOGNITION AND MANAGE- 
MENT OF SOME COMMON RECTAL 
CONDITIONS 


JAMES F. ROBERTSON, M.D. 
WILMINGTON 


Complaints referred to the rectum and 
anus are among the most frequent with 
which the surgeon has to deal; an apparent- 
ly trivial symptom is at times the only clue 
to the true nature of the ailment. The time 
has passed when we call all such complaints 
‘piles’ and prescribe suppositories without 
making adequate rectal examination; and 
the equipment needed for such an examina- 
tion is so simple that there is really no ex- 
cuse for neglecting to make it. I have found 
that a head mirror with reflected light is 
very dependable if the patient is placed in 
proper position (fig. 1); and that palpation 
plus the use of the anoscope will disclose any 
lesion of the anus and lower rectum, and 
some lesions of the rectosigmoid. In many 
cases it may be necessary to employ the 
proctoscope or sigmoidoscope, and to make 
use of biopsies and smears to determine the 
diagnosis. 





1. Position of patient for rectal examination. 


In my private practice I have been im- 
pressed by the large number of patients who 
present themselves with symptoms referable 
to the rectum, and by the large variety of 
lesions found in this group. I have taken 
from my case histories the records of 1740 
consecutive patients who have come with 
some complaint referable to the rectum, and 
find that they fall into the following classi- 
fication. I wish to call your particular at- 
tention to some of these conditions; but it is 
obvious that I can discuss only a few of 
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2. Showing how infection in crypts may spread 
in various directions. (Modified from Buie, 
Mayo Clinic Monographs). 
them, and that time will not permit me to 
discuss any one of them fully. 


Tabulation of Patients Presenting Symptoms 
Referable to the Rectum 


Hemorrhoids ... ............. fy eer ee Ree at 1015 
leh OS CSS Goan son x Soleil 2 oh ene aeee 207 
SN i ise Mice aiiataaes ti7 
ESTEE ZOE eee Uk Ca Oe 97 
RAI ee Sa epitsiet So oeCa scaeees Sean eee 61 
EES SiR ee ee eee ree 37 
hp Se IEE ei aert CAO ns en IR 35 
Re a eunbaleck 33 
I sk roe ee ced ll oi 
REISE IS a Re oR a AN 25 
REESE eC Ce 20 
EERE Peres SRS ey Raa 20 
a ii et aninichcnemsininieninciennts 11 
Venereal lymphogranuloma .................... 8 
Chronic ulcerative colitis ........................ 7 
SECTS aE Sa cae en 6 
Recto-vaaimal fistia. ....222:............:......1.. 3 
LE NO 3 
EST 2 
Tuberculous ulceration ....................000..... 2 
REN Sa aoe ERS tale a ae ee 1 
EEA CEILS SRST ae ERT eee 3 


Total 1740 


In the first three of these conditions I be- 
lieve the usual initiating cause to be an in- 
fection in the anal crypts (fig. 2). Depend- 
ing on the direction and extent of spread 
which the infection takes, it will result in: 
(1) localized phlebitis of the superior hemor- 
rhoidal veins with engorgement and dilata- 
tion producing internal hemorrhoids; (2) 
spread of the infection by contiguity or 
through the lymphatics along the anal canal 
causing fissure; or (3) burrowing of the in- 
fection into the adjacent tissues to cause 
perirectal or ischiorectal abscess and then 
fistula. In most of the hemorrhoid cases 
the predominant symptoms are bleeding and 
protrusion. If there is no pain this usually 
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3. Showing needle in center of hemorrhoid for 
injection. (From Buie, Mayo Clinic Monographs). 


means that they are internal hemorrhoids, 
situated above the pectinate line. This type 
lends itself particularly to treatment by in- 
jection. Many are complicated by other con- 
ditions such as fissure, thrombosis, hyper- 
trophied papillae etc.; and with these it may 
be necessary to clear up the complicating 
condition before giving the injection treat- 
ment (fig. 3). In some the treatment should 
always be surgical; but I want to stress the 
fact that an increasing number of these 
cases can be treated in the office by injection 
with the expectation of cure in about eighty 
per cent of cases. By operative treatment 





4. Distribution of nerves and lymphatics at 
the anorectal junction. (From Buie, Mayo Clinic 
Monographs). 
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the number of expected cures would be about 
ninety per cent. 

Let me pause here to remind you that in 
the embryo the proctoderm, carrying the 
inferior hemorrhoidal vessels, the sensory 
nerves from the sacral segments, and the 
lymphatics, joins at the ano-rectal junction 
with the hindgut, which is supplied with the 
superior hemorrhoidal vessels, the sympa- 
thetic nerves and a separate system of lym- 
phatics (fig. 4). It is easy to see why an in- 
significant lesion in the anal canal may cause 
excruciating pain, and how an inflammatory 
lesion in this region may cause tenderness 
and enlargement of the inguinal lymph 


nodes, whereas a large ulcerating lesion in 
the rectum may cause no pain or other symp- 
toms except some blood with the stool (fig. 


5). 





5. Showing the hemorrhoidal veins and anal 
crypts. (From Buie, Mayo Clinic Monographs). 


One of the commonest and most painful 
of rectal conditions is anal fissure. This 
should be treated by relaxation of the 
sphincter muscle and attention to the in- 
fected crypt or infected sentinel pile which 
is causing it. This relaxation should not be 
accomplished by forcible divulsion of the 
sphincter muscle, but by the injection of 
some relaxing solution, such as Gabriel’s 
solution, into the muscle (fig. 6). This will 
relax the muscle for a period of seven to ten 
days, and at the same time anesthetize this 
region so that there is no tendency for the 
muscle to become spastic. After this is done 
no other treatment is necessary except the 
use of hot applications such as one would 











6. With finger in rectum as guide, the Gabriel’s 
solution is deposited in the sphincter muscle. 


use in any other region where the skin has 
split and some infection has taken place. 

Polyps of the rectum and lower sigmoid 
are not uncommon in adults, and are often 
seen in children. They usually give no pain, 
but are announced by the passage of bloody 
mucus in the stool with some tenesmus. Most 
of them are benign, but malignant degenera- 
tion does occur and pathological examination 
should always be done. Their removal is 
best accomplished with the snare and coagu- 
lation (fig. 7). It should be remembered that 
they are often multiple. 

In recent years amebic dysentery has be- 
come increasingly common. The cases here 
tabulated are included only because the pa- 
tients came to me saying that they had rectal 
trouble. Their treatment consists of the 
eradication of the endamoeba histolytica by 
chemotherapy. 

In a series of about two thousand cases 
of carcinoma of the large bowel observed at 
the Mayo Clinic and proved by operation and 
pathological examination, 672, or 33.6 per 
cent of them were situated in the rectum or 
at the rectosigmoid junction. Every one of 
these 672 cases could readily have been diag- 
nosed by the first physician they consulted 
if a proctoscopic examination had been made; 
yet the operability of these patients at the 
time they come to the surgeon is only about 
65-70 per cent, and the duration of symp- 
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7. Method of snaring and coagulating rectal 


polyp. 


toms about eight to twelve months. Further- 
more, about 65 per cent of carcinomas of 
the rectum fall into the lower grades (I and 
II of the Broders classification) of malig- 
nancy, and offer the surgeon an excellent 
chance for their ultimate cure. The treat- 
ment for these conditions consists in the 
wide extirpation of the growth, along with 
the regional glands and lymphatics, by the 
method which seems most suitable in the in- 
dividual case. Generally speaking, the one- 
stage combined abdominoperineal resection 
of Miles is the operation of choice. How- 
ever, the condition and age of the patient, 
the degree of obstruction, and various other 
factors may make a two-stage procedure 
seem preferable. Equally as important as 
the technical procedure is the preoperative 
preparation of the patient. Attention to 
cleansing of the bowel, a low residue diet 
with liberal allowance of vitamins, the ad- 
ministration of blood and glucose, all have 
their place in the preparation of the patient 
for operation. Unfortunately in some only 
palliative measures such as radium, x-ray 
and surgical diathermy can be used. This 
latter method deserves further mention. In 
1935 Dr. Alfred A. Strauss of Chicago re- 
ported the results of the treatment by surgi- 
cal diathermy of 42 patients suffering from 
carcinoma of the rectum, with the apparent 
cure of 31 of them®). Later, in a paper at 
the Southeastern Surgical Congress in New 
Orleans, he reported some additional cases. 
After hearing this paper I arranged to spend 
a week at the Michael Reese Hospital in 
Chicago with Dr. Strauss and had an oppor- 
tunity to observe his work, and to examine 
and talk with a number of his patients. I 


1. Strauss, Alfred <A.; Strauss, Siegfried F.; Crawford, 
Robert A.; and Strauss, Herman A.: Surgical Diathermy 
‘or of the Rectum, J. A. M. A, 104:1480, (April 
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8. Bakelite specula with light and electrodes 
devised by Strauss for the application of surgi- 
cal diathermy to carcinoma of the rectum. 


am satisfied that the treatment has some 
merit, and believe that in inoperable car- 
cinoma of the rectum, in those who refuse 
operation, or in those who are physically un- 
able to withstand operation, this is the pro- 
cedure of choice. I have used this method 
on a few cases and can report at least one 
proven case cured with no recurrence after 
three and one half years. 

Prolapse of the rectum in infants which 
does not respond to the usual non-operative 
methods of treatment has been relieved in 
two cases by the injection of sclerosing fluid 
under the thickened and loose bowel lining, 
placing the solution in three lines spaced at 
equal intervals along the long axis of the 
bowel. This solution encourages the forma- 
tion of fibrous tissue under the mucous mem- 
brane, causing it to adhere and preventing 
subsequent prolapse. 

Cryptitis is very common and is present 
in a large number of the conditions above 
enumerated. As we have seen, it is the im- 
mediate forerunner and probable cause of 
hemorrhoids, fissure and perirectal abscess 
and fistula. We should look for and recog- 
nize this condition and treat it by local ap- 
plications, the administration of sulfanila- 
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mide, and in stubborn cases by the excision 
of the valve to uncap the crypts. 

One of the most distressing conditions met 
with in lesions of this region is venereal 
lymphogranuloma of the rectum. The symp- 
toms of this condition simulate more nearly 
those of carcinoma than any other with 
which I am familiar, and the proctoscopic 
picture may be confusing. Typically the 
clinical picture is that of a female with a 
history of progressive bloody mucous dis- 
charge from the rectum with tenesmus and 
periods of constipation. On proctoscopic ex- 
amination the advanced cases show stric- 
ture, extensive ulceration and hypertrophy 
of the mucous membrane, which on palpa- 
tion has an India rubber consistency and a 
granular surface. These cases are not diffi- 
cult to diagnose, especially when there is a 
positive Frei test. Many early cases go un- 
recognized and are treated for hemorrhoids, 
fissure and fistula; and as Carleton Mathew- 
son says”): “If an operation is done a stric- 
ture may develop later which is attributed 
to the trauma of the operative procedure, 
when actually it would have formed without 
the operation, and the surgeon may have 
been entirely unaware of the true underly- 
ing pathological process.” 

The earliest symptom of this condition is 
burning or itching of the perianal skin with 
slight mucoid discharge from the rectum. 
Examination at this time reveals either 
localized or diffuse edema of the mucous 
membrane of the rectum which bleeds easily 
and soon develops a granular appearance, 
and a pouting of the mucous membrane into 
the anoscope which may be mistaken for 
internal hemorrhoids. Later minute eleva- 
tions appear on the swollen mucous mem- 
brane and digital examination at this time 
may reveal the presence of tender glandular 
swellings beneath the mucous membrane. At 
later examinations areas of induration in 
the adjacent tissues are recognized which 
slowly infiltrate and finally encircle the 
lumen of the bowel. At this time ulceration 
ensues and the mucoid discharge is replaced 
by bloody mucopurulent discharge. Many 
therapeutic agents have been used for ‘this 
condition with but little success. Antimony 
and potassium tartrate, Frei antigen and 
fuadin have given the best results as a rule. 

In February, 1939, Drs. Alva A. Knight 


and Vernon C. David reported remarkable 
2. Mathewson, Carleton, Jr.: Inflammatory Strictures of the 


Rectum Associated with Venereal Lymphogranuloma, J. 
A. M. A. 110:709 (March 5) 1938, 
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results in 2 patients suffering from venerea) 
lymphogranuloma after being treated with 
sulfanilamide®’. Since reading this report 
I have used this drug in the treatment of 
this condition with dramatic success in 4 
patients. 


3. Knight, Alva A. and David, Vernon C.: The Treatment 
of Venereal Lymphogranuloma with Sulfanilamide, J. A. 
M. A, 112:527 (February 11) 1939. 


Abstract of Discussion 


Dr. William C. Terry (Hamlet): In many cases 
we find a small irritation about the size of a bean 
on either side of the rectum. In those cases there 
is usually a mucoserous discharge. The tissue is 
hard and indurated around where the exit happens 
to be. 

A proctosecopic instrument would reveal practical- 
ly nothing. There is no special induration, no 
swelling or edema. Those things gradually increase 
over a period of a few months, and develop into 
some form of a fistula. I would like to ask Dr. 
Robertson what is the procedure in the early stage 
of those cases. Should you just wait and use various 
palliative treatments, or should you do a radical 
operation ? 

Dr. Donnell B. Cobb (Goldsboro): I would like 
to ask Dr. Robertson what solution he finds best 
for injecting hemorrhoids and in the treatment of 
anal fissures. 

Does he find that injecting these anal fissures 
gives good results, and what does he use for that? 

Dr. L. C. Ogburn (Winston-Salem): About this 
Gabriel’s solution injection: Of what is it com- 
posed? About how much do you use? Do you in- 
ject in each quadrate of the sphincter? About how 
long does the effect of it last? What precautions 
does the patient have to take after it has been 
used ? 

Dr. Robertson: In regard to Dr. Terry‘s question 
about the condition that is found in the rectum, 
I take it that he is describing an early case of 
lymphogranuloma. My feeling is that they should 
never be operated on, if possible. The results will 
probably be very disappointing, and I think the use 
of sulfanilamide is the proper procedure. I would 
not operate on any of them until the active process 
is cured, and the only operation necessary then is 
an operation to relieve the constriction. That often 
has to be done. 

As to the anal fissure I think the treatment for 
that is to relax the sphincter muscle by the injection 
of some relaxing solution. I use Gabriel’s solution, 
and the composition of this is: nupercaine, % of 1 
per cent; phenol, 1 per cent; benzyl alcohol, 10 per 
cent; and oil of sweet almonds to make 5 cc. 

That solution is injected into the sphincter muscle 
and should be guided by your finger in the rectum 
so that you place it into the muscle. It is not 
necessary, as a rule, to put it in all of the four 
quadrates. If you have a fissure in the posterior 
commissure, you should put some, I should say, in 
the posterior half of the sphincter muscle. That is 
sufficient to relax it. After you have done that, 
the anus will open and it will be relaxed and 
anesthetized for a period of seven to ten days. By 
that time, most of the fissures are healed. If they 
are very deep, they may not be completely healed, 
but another injection may be given if necessary. 

I would like to caution you against using that 
treatment indiscriminately, because a bad slough 
may result. If injected too close to the mucous 
membrane of the rectum, you are apt to get some 
infection and get a fistula instead of a fissure. 
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EVALUATION OF THE RESULT 
OF TONSILLECTOMY AND 
ADENOIDECTOMY 


T. C. Kerns, M.D. 
DURHAM 


My interest in this subject has been stimu- 
lated by articles appearing both in medical 
literature and in the lay press condemning 
the wholesale removal of tonsils. Hospital 
records both in Europe and America show 
that nearly one-third of all the operations 
performed are for the removal of tonsils and 
adenoids. Many of these operations have 
been performed without due consideration 
of the symptoms requiring such operations. 
Often groups of children are herded together 
and their tonsils and adenoids removed with 
no examination by a laryngologist. Too 
many times these operations are performed 
by interns or physicians poorly prepared for 
this type of work. It is little wonder that 
there should come a reaction to this indis- 
criminate and ill advised attack upon the 
tonsils. 

Every conscientious laryngologist would 
condemn such practice; yet everyone recog- 
nizes the benefits resulting from the removal] 
of tonsils in well selected cases. I wish to 
report on some of the available literature in 
this field, and I shall quote freely from the 
work that has been done. Listed below are 
some of the accepted conditions for which 
tonsils and adenoids are removed: 


1. Repeated attacks of tonsillitis or sore 
throat. 

Cervical adenitis. 

Nasal obstruction from adenoids 
(mouth breathing). 

Repeated attacks of head colds. 
Recurrent suppurative otitis media. 
Failure to gain weight. 

Rheumatism and heart disease. 


Epstein™ studied the results of tonsillec. 
tomies in 450 cases one year after the ton- 
sils had been removed, and found that 92 
per cent of the cases had had complete relief. 
The group showing the greatest improve- 
ment were those with cervical adenitis. Only 
3 per cent of these showed no improvement. 
The next most satisfactory group were the 
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Chairman’s Address, read before the Section on Ophthalmology 
and Otolaryngology, Medical Society of the State of North 
Carolina, Pinehurst, May 14, 1940. 
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mouth breathers. Seventy-nine per cent of 
these were cured and only 4 per cent showed 
no improvement. Of those complaining of 
cough 73 per cent were cured, 10 per cent 
were improved, and 17 per cent unimproved. 
Head colds showed the poorest results. Of 
40 children with recurrent otitis media, 36 
were cured by operation. 

Harold D. Smith” reported that in a series 
of 103 cases checked eight months after 
operation, 90.16 per cent had fewer colds; 
81.96 per cent had fewer attacks of sore 
throat; 88.52 per cent reported improved 
general health; and 78.69 per cent had 
gained weight. All of his patients with 
aural involvement stated they were im. 
proved, but none were cured. Of the group 
with nasal obstruction 60 per cent received 
complete relief; 20 per cent, partial relief; 
and 20 per cent, no relief. There were two 
cases of laryngitis, neither of which was re- 
lieved. 

Dr. Kaiser: *) has made the most compre- 
hensive study. Ina group of 4,400 children, 
2,200 had tonsil and adenoid operations and 
2,200 did not. After three years he found 
a return of adenitis in only 5 per cent of 
the children operated on, as compared to 14 
per cent in the control group. At the end 
of ten years it had increased to 7 per cent 
in the test group while the control group 
still showed 14 per cent. It would there- 
fore seem not to prevent adenitis, but to in- 
fluence its frequency. 

Purulent otitis occurred in 12 to 20 per 
cent of the children below the age of 6. Dur- 
ing the year following tonsillectomy only 4 
per cent of the children had trouble with 
their ears. At the end of two years only 2 
per cent and at the end of ten years 5 per 
cent of these children were still complaining 
with their ears, while among the contro] 
group 6 per cent were having the same dis- 
turbance. The incidence of otitis occurring 
after tonsillectomy was about half that of 
the control group. Mastoiditis, however, oc- 
curred about as frequently in the children 
who had their tonsils removed as in those 
who had not. 

The relation of the tonsils to rheumatic 
manifestations was studied in these 4,400 


children. These manifestations included 

2. Smith, Harold D.: Follow-up of Patients Eight Months 
After Tonsillectomy, Arch. Otolaryng. 24:488 (October) 
1936, 
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growing pains, rheumatic fever, carditis, and 
chorea. Prior to operation chorea existed 
in about the same number of children in 
both groups. At the end of a ten year period 
more cases of chorea had developed in chil- 
dren who had undergone operation than in 
those who had not. The incidence was 1 
per cent in the children operated on and 0.6 
per cent in the controls. At the termination 
of the ten year period more cases of rheu- 
matic fever had occurred in the control 
group than in the other—in 3.5 per cent of 
the controls, and 2.3 per cent of those who 
underwent operation. Growing pains oc- 
curred with equal frequency in the two 
groups prior to operation, but at the end of 
the ten year period 7.8 per cent of the chil- 
dren who had undergone operation and 9 
per cent of those who had not were still 
subject to growing pains. Rheumatic carditis 
was more frequent in the children who had 
not undergone operation. At the end of the 
ten year period rheumatic carditis had de- 
veloped in 26 of the 2,200 children on whom 
operation had been performed and in 30 of 
those who did not undergo operation. 

An analysis of 600 children with rheu- 
matic infection indicates that tonsillectomy 
reduces the incidence of first attacks by 33 
per cent. Tonsillectomy offers the greatest 
protection between the ages of 5 and 10 
years. Recurrent attacks of rheumatic fever 
occurred with equal frequency in the two 
classes. It would thus seem that once a 
rheumatic infection has taken place the re- 
moval of the tonsils offers no protection 
against subsequent attacks. 

In general a review of the literature shows 
that the incidence of rheumatic heart dis- 
ease in the cases of rheumatic polyarthritis 
is approximately 60 to 70 per cent. Ina 
study of 108 cases Drs. Allen and Baylor of 
Baltimore” showed that in the 49 cases not 
showing cardiac involvement at the time of 
operation only 6, or 12.2 per cent, developed 
rheumatic heart disease subsequently. 

Nephritis in children often follows an at- 
tack of tonsillitis or scarlet fever. There is 
overwhelming evidence that tonsils have a 
definite relationship to nephritis. 

Infected teeth and abscesses of the gums 
occur twice as frequently in children whose 
tonsils and adenoids have not been removed. 

In individual cases there is a striking 
5, Allen, W. B. and Baylor, J. W.: The Influence of Ton 
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relationship noted between malnutrition and 
infected tonsils. Other factors must be con- 
sidered here, but many children show re- 
markable improvement in nutrition within 
the first year after tonsillectomy. In early 
adult life, however, there is little difference 
between the nutrition of individuals who 
have had their tonsils removed and those 
who have not. 

The question of when tonsils and adenoids 
should be removed requires considerable 
study and thought on the part of both the 
laryngologist and the pediatrician. It is cer- 
tain that the tonsils in infancy and early 
childhood are a part of the defensive me- 
chanism of the body, and to interfere with 
this mechanism may cripple the child for 
life. On the other hand, failure to operate 
when the condition warrants it may be even 
more unfortunate. Observers have thought 
that hyperplasia of the tonsils was associated 
with colds; changes in the crypts, with ton- 
sillitis; and interstitial changes, with rheu- 
matism. Frequently an examiner classifies 
tonsils as abnormal in children with symp- 
toms that would be regarded as normal in 
children without symptoms. 

Dean) says that the apparently normal 
tonsils that he had removed because of a 
systemic disease have been examined micro- 
seopically, and in every instance chronic in- 
fection involving the epithelium was found 
deep down in the crypts. The evidence of 
infection in the crypts is a leukocytic infil- 
tration of the epithelial and underlying 
lymphoid tissue, with some destruction of 
the protective epithelium. “I cannot say 
that any tonsil is not the seat of chronic 
infection except after removal and micro- 
scopic study.” “Study in the laboratory has 
shown definite evidence of infection in the 
most innocent looking tonsils.” 


Summary 


1. Tonsillectomy is not a panacea for all 
the ills of the human body. 


2. Probably too many tonsils have been 
removed, and certainly too many poor 
tonsillectomies have been done. This 
may account for poor results where 
focal infection is a question. We do 
not know how much infection a small 
piece of tonsil left in the throat may 
carry. 


Their Function and Indica- 


The Tonsils, 
A. M. A. 103:1044 (October) 
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tions of Their Removal, J. 
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3. The wholesale removal of tonsils is 


condemned. 

4, Tonsillectomy is of definite value in 
adenitis, tonsillitis, nasal obstruction, 
failure to gain weight, otitis media, 
and as a preventive of rheumatism and 
endocarditis. 





KMERGENCY TREATMENT OF ACUTE 
HEART FAILURE IN GENERAL 
PRACTICE 


RoscoE D. MCMILLAN, M.D. 
RED SPRINGS 


In the presence of heart failure the clini- 
cian must attempt to establish, if possible, 
the underlying cause and the type of fail- 
ure which is present. Inability to evaluate 
properly the cardiac state and the abnor- 
malities of rhythm leads to grave mistakes 
in diagnosis, often resulting in cardiac neu- 
roses that may serve to incapacitate the pa- 
tient. 

In emergency cardiac cases it may not be 
possible to determine the underlying cause. 
In such conditions the emergency treatment 
which is indicated by the evident clinical 
manifestations must be instituted. Such 
treatment must be prompt to be life saving. 
However, when the time permits, a_ brief 
history of the condition may be obtained 
from the patient or his relatives. Valuable 
information as to possible underlying clini- 
cal factors responsible for the acute attack 
may be obtained in the history. Such ap- 
parently simple facts as those detailing the 
onset and progress of the acute attack may 
give information of inestimable value with 
specific clues as to the required treatment. 

The physical examination of the heart in 
cardiac failure is a sine qua non of diagnosis. 
Such important facts as the rate, rhythm, 
and character of the heart sounds should be 
carefully noted. Disturbances of mechanism 
indicating heart block, auricular fibrillation 
or flutter may be evident. When possible a 
general examination of the patient should be 
conducted, with particular regard to other 
signs of cardiac failure, such as orthopnea, 
enlarged liver, ascites and peripheral edema 
or anasarca. For the purpose of classifica- 
tion, acute cardiac failures may be divided 
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into those associated with the infectious dis- 
eases such as pneumonia, diphtheria, and 
sepsis, and those occurring in the course of 
thyrotoxicosis, syphilis, arteriosclerosis, hy- 
pertension and rheumatic heart disease. The 
clinical cardiac manifestations in the latter 
diseases may be variable, seldom conforming 
to a constant pattern, and hence seldom in- 
dicative of the underlying pathologic condi- 
tion. 

The provoking causes of heart failure are 
multiple. Acute infections sometimes mild 
in character, such as a grippal or a respira- 
tory infection may serve to initiate a break 
in compensation in a heart previously dis- 
eased but well compensated. Recurrent rheu- 
matic infections may undermine the integ- 
rity of the heart muscles, as will repeated 
carditis with tonsillitis occurring once or 
twice a year. Arrhythmias are often the 
determining causes of acute cardiac failure. 
The postoperative cardiac failure is often 
transient and may be associated with pul- 
monary embolism. Extensive embolism may 
result in immediate death. Extreme emotion- 
al states—excitement, grief or sorrow—may 
play significant roles in cardiac failure. 

The acute heart failure of the infectious 
diseases may respond to emergency treat- 
ment, but since it occurs after severe and 
prolonged toxemia the response may be un- 
satisfactory. The most important phase in 
the therapy of this type of cardiac disturb- 
ance is the prevention of serious cardiac 
accidents. The heart should be carefully 
watched during the acute stages of the dis- 
ease so that, when signs of failure appear, 
proper therapy may be instituted early. 
Prevention of cardiac disability in the in- 
fectious diseases is far more important than 
the treatment of the cardiac emergency. 

In the diagnosis and evaluation of cardiac 
states associated with failure it may be well 
to mention some clinical conditions which, 
in the intensity of cardiac manifestations, 
may simulate acute heart failure. Chief 
among them is pulmonary embolism with in- 
farct, presenting a symptom complex that 
closely simulates coronary thrombosis, with 
many of the dramatic phases of the latter 
condition. Cardiac deterioration in pulmon- 
ary infarct may be rapid and startling. The 
symptomatology of pulmonary embolism 
bears so striking a resemblance to that of 
coronary thrombosis that it may be differ- 
entiated only by means of the electrocardio- 
gram. Sufficient time must elapse to pro- 
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duce the changes which will clarify the diag- 
nosis. Other conditions which may cause 
difficulties in diagnosis are spontaneous 
pneumothorax, inducing severe cardiorespi- 
ratory symptoms: and massive collapse or 
atelectasis, producing a clinical picture often 
confused with true heart disease because of 
the respiratory difficulty and pleural effusion. 
The last named condition is often character- 
ized by a slowly developing dyspnea chiefly 
on exertion, closely simulating heart failure. 


General Symptoms and Signs 


The symptoms and signs of cardiac failure 
may be grouped for purposes of convenience 
into those occurring with left ventricular 
failure and those occurring with right ven- 
tricular failure. In left ventricular failure, 
cardiac asthma or paroxysmal dyspnea with 
edema of the lungs is a frequent sign, alone 
or with Cheyne-Stokes respiration. The 
cardiac rhythm in this type of failure may 
be of the gallop type, or any of the arrhy- 
thmias may be present. Pulmonary conges- 
tion is frequent and in this condition the 
X-rays may aid in diagnosis. 

In the right ventricular failure dyspnea is 
likewise common but is more apt to be of 
the simple type. The liver as a rule is en- 
larged and may be tender and pulsating. 
Hydrothorax, frequently unilateral, is com- 
mon. Dilation of the right ventricle and 
right auricle produces dullness to percus- 
sion at the lower end of the sternum. This 
dilation may also be determined by means 
of x-ray examination. Generalized edema 
with marked gain in weight may be present 
early in the failure. A gradual unexplained 
weight gain may be the forerunner of a 
break in compensation. Jaundice is not 
uncommon. The finding of albumin and 
erythrocytes in the urine indicates the ex- 
istence of a renal] congestion. 

In addition to the foregoing symptoms and 
signs of cardiac failure others of variable 
frequency and significance may be added. 

1. Pallor may be present more frequently 
than cyanosis. 

2. Precordial discomfort may or may not 
be present. When present and related to 
exercise, it may have a definite significance. 

8. Palpitation is frequently present with- 
out a clue as to the underlying associated 
rhythm. 

4. Tachyeardia is common but brady- 
cardia may occur at times with disturbance 
of the sinus node or the bundle of His. 
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5. Heart measurements may be greater 
than normal, as evidence of hypertrophy or 
dilatation in true heart disease. 

6. Heart sounds may be variable in 
character. They are usually weak and may 
be irregular. The type of arrhythmia must 
be determined. Murmurs vary with the type 
of disease. A systolic murmur at the apex 
is most frequent. 

7. Gallop rhythm, as mentioned, is com- 
mon. Heart block may appear with involve- 
ment of the conduction system. 

8. Lungs may show evidence of basal con- 
gestion with rales and impaired resonance. 
Dullness may be found when fluid is present 
in the pleural cavity. The respiratory rate 
is usually increased. 

9. Fever and leukocytosis may coexist 
with infectious processes. Both are found 
consistently with coronary thrombosis. 

I hope it is clear that I am discussing 
cardiac failure and not failure of the peri- 
pheral circulation. Peripheral failure pro- 
duces the symptoms and signs of shock and 
collapse, including pallor, perspiration, cold 
skin, weak heart sounds, rapid thready pulse 
and low blood pressure. These phenomena 
are seen occasionally in surgical cases, in 
severe hemorrhage, in dehydration, in coro- 
nary thrombosis, in arterial embolism and 
in other conditions which for any reason 
produce a sudden decrease in the volume of 
the circulating blood or a sudden collapse of 
the vascular bed. In certain of these cases 
the heart itself may be entirely normal in 
its capacity to function properly, but the 
vascular system fails to return a normal vol- 
ume of blood to the heart. 

Among the symptoms of heart failure 
breathlessness stands out preeminently. The 
dyspnea may of itself serve to call attention 
to an impending heart failure. It may mani- 
fest itself as the simple or exercise type 
evident on moderately strenuous exertion 
such as walking fast or climbing stairs. It 
may or may not be accompanied by a sensa- 
tion of precordial pressure or pain. Exercise 
is apt to produce cardiac palpitation and 
dyspnea disappearing with rest. Such a com- 
plex symptomatology may be present for 
months before more evident signs of failure 
appear. Another form of dyspnea may oc- 
cur as a paroxysmal or nocturnal dyspnea, 
often called cardiac asthma. Accompanying 
this is a pulmonary edema present in vary- 
ing degrees. Probably in no cardiac emer- 
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gency does death seem more instantly im- 
pending. The onset of the attack is as a rule 
sudden, occurring during sleep or after some 
exertion such as coughing. The patient often 
awakens gasping for breath and conscious 
of the rapid heart action. Precordial pain 
is frequently present and sweating is a dis- 
tressing symptom. Cough with varying 
amounts of sputum is present with edema. 
The attack is at times accompanied and 
aggravated by severe fright. The mechan- 
ism of the attacks is probably an acute left 
ventricular failure following sudden eleva- 
tion of blood pressure occurring during sleep 
as a result of exciting dreams, urinary blad- 
der discomfort or other sensory stimuli. 
This is the so called “back pressure theory”’ 
of pulmonary congestion. 

Another type of dyspnea which is impor- 
tant, extremely distressing, and often un- 
recognized as a sign of cardiac failure is the 
Cheyne-Stokes respiration. This type of 
dyspnea occurs frequently in heart disease, 
being found most often in arteriosclerotic 
and hypertensive states. It may be an index 
of left ventricular failure in these two con- 
ditions. The duration of the periods of apnea 
varies from ten to forty seconds. The apnea 
is more disturbing when nocturnal. The pa- 
tient often awakens during the long periods 
of apnea to find himself struggling for 
breath. The fear induced by this attack pre- 
vents sleep, and so the element of prolonged 
exhaustion further embarrasses the myocar- 
dium and reduces the cardiac reserve. The 
foregoing forms of dyspnea, from the 
simplest or exercise type to the complex, may 
be valuable in determining the extent and 
severity of cardiac disability. Immediate 
understanding of the significance of this 
symptom, particularly in its more serious 
manifestations, will result in prompt and 
life saving therapy. The essential treatment 
of acute heart failure depends, as has been 
said, on the factors underlying the failure 
and also on the clinical expressions of the 
failure. It is necessary then, in any failure, 
to determine whether the heart action is 
arrhythmic or rhythmic and whether or not 
edema exists. The location of the edema, 
whether general or pulmonary, may be of 
importance. If the heart is arrhythmic, the 
character of the arrhythmia should be de- 
termined, instrumental aids being used for 
more accurate determination when possible. 
An electrocardiogram may reveal not only 
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the arrhythmia but also the character of any 
underlying myocardial changes. 


General Principles of Treatment 


With the foregoing differentiations and 
clinical determinations in mind one may pro- 
ceed to the consideration of certain general 
principles of treatment as applied to acute 
cardiac failure: 

1. Rest in bed should be absolute. It pre- 
supposes adequate and proper nursing care. 
In simple congestive heart failure with nor- 
mal rhythm, rest in bed may be modified to 
prevent formation of venous thrombi, which 
may develop as a result of the marked slow- 
ing of the circulation. 

2. Sedation should be obtained by mor- 
phine given subcutaneously or intravenously 
in adequate doses. In the acute stages of 
heart failure, rest is most important. Di- 
laudid hydrochloride may be used in doses 
of 1/64 to 1/32 of a grain. Respiratory de- 
pression may be controlled by using caffeine 
or atropine or a respiratory stimulant such 
as lobeline or coramine. Barbiturates may 
well serve the purpose. 

3. When cardiac failure is accompanied 
by arrhythmia the tachycardia should be 
treated, and for this purpose digitalis or 
quinidine should be used in adequate doses. 
When sinus arrhythmia is present with 
cardiac failure the effect of absolute rest in 
restoring integrity may be determined be- 
fore digitalis is used. Digitalis has its most 
pronounced effect in cardiac failure. In cir- 
culatory failure the effect of digitalis is less 
pronounced and may even be negative. 

To be more specific concerning the subject 
under discussion I am listing three types of 
cardiac diseases: 

1. Acute congestive myocardial failure 

2. Cardiac pain 

3. Abnormal heart action. 

Acute myocardial failure is one of the 
most commonly seen conditions demanding 
emergency treatment. In patients with either 
right or left ventricular failure dyspnea, 
orthopnea and air hunger appear. The as- 
sociated pulmonary congestion may give rise 
to a cough productive of profuse frothy 
blood-tinged sputum. Soon circulatory col- 
lapse occurs with pallor or cyanosis, marked 
perspiration and rapid feeble radial pulse. 
The most important emergency measure is 
morphine sulphate, 14, gr., repeated in fif- 
teen minutes if relief has not been obtained. 
If the morphine is not effective in abolish- 
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ing the attack aminophylline 1/100 gr. in 20 
cc. of physiologic sodium chloride given in- 
travenously over a five minute period, or 
sometimes venesection of 300 to 500 cc. of 
blood is frequently followed by striking im- 
provement. Sometimes, particularly in right 
ventricular failure, gastric and abdominal 
flatulence, venous engorgement, enlargement 
and tenderness of liver, ascites, edema of 
the extremities and at times anasarca and 
hydrothorax are present. When a rapid 
elimination of the edema is necessary diu- 
retics play an important role. I prefer the 
mercurial diuretics, either mercupurin or 
salyrgan. They may be given intramuscu- 
larly, intravenously, rectally as suppositories 
and intraperitoneally diluted with ascitic 
fluid. The dose varies from 0.5 to 2 ec., and 
the administration may be daily or every 
three to five days depending on the severity 
of the condition and the result obtained with 
a given dose. The slow intravenous admin- 
istration of 50 to 100 ce. of a hypertonic 
solution of dextrose has value in some cases 
in helping the failing heart muscles to re- 
plenish lost glycogen. In extreme cases of 
failure involving either the left or the right 
side or both sides of the heart when the cir- 
culation is greatly embarrassed, strophan- 
thin should be administered intravenously, 
1/100 gr., provided the patient has not been 
properly digitalized. Strophanthin exerts an 
action on the heart similar to that produced 
by digitalis; but unlike digitalis it acts al- 
most at once. Its full effect is produced in 
about one hour and is prolonged for from 
twelve to twenty-four hours. The initial 
dose of strophanthin may be followed by two 
subsequent doses at intervals of from eight 
to twelve hours. 

Caffeine sodium benzoate, 1 to 3 grains, 
may be given intramuscularly or subcutane- 
ously every three to four hours. If obtain- 
able oxygen inhalations are usually of great 
benefit. Glyceryl trinitrate may be of value. 

Digitalis has no place in the treatment of 
the acute attack because its action is too 
slow to combat an emergency. 

After the acute stage has subsided digitalis 
is the most useful drug in the treatment of 
congestive myocardiac failure; it is especial- 
ly efficacious in those cases in which auricu- 
lar fibrillation with a high ventricular rate 
is also present. However, it has been dem- 


onstrated adequately that very satisfactory 
results can be obtained in cases of cardiac 
decompensation with regular rhythm, 
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Cardiac Pain 


The most significant cardiac pain is that 
of angina pectoris and coronary thrombosis. 
Seneca wrote: “To have any other malady 
is to be sick—to have either of these is to be 
dying.” Although of similar character in 
onset, location and distribution, the treat- 
ment of the two is different. The nitrites, 
theobromine sodium salicylate, and amino- 
phylline are the drugs of choice for angina 
pectoris. Of the nitrites, nitroglycerine and 
amy] nitrite are the quickest and shortest in 
action and, therefore, useful in the acute at- 
tack. 

Coronary thrombosis with extensive car- 
diac infarction may result in immediate 
death from cardiac failure. If death is not 
immediate, the cardiac manifestations may 
be severe and if not properly treated may 
terminate in failure. The general reaction 
to the thrombosis may be striking, with all 
the signs of severe shock, including sudden 
reduction of blood pressure, tachycardia, and 
interference with cardiac and peripheral cir- 
culation. The mechanism of the heart may 
be regular or irregular. 

The treatment of the acute coronary 
thrombosis, with which acute cardiac failure 
is always potentially associated, consists in 
rest, which must be immediate and absolute. 
Morphine should be used in large doses for 
relief of pain. Vasodilators should be used, 
and for this purpose theobromine with 
sodium salicylate (diuretin) or aminophyl- 
line is most effective. Aminophylline, 4-714 
gr. intravenously is frequently attended by 
more prompt and greater relief than is mor- 
phine sulphate. It should be given slowly; 
if the pain recurs after a few hours it is 
permissible to repeat the dosage. Oxygen 
inhalations may be of value in the first 
twelve hours after the attack. 


Abnormal Rhythm or Rate 


From the standpoint of general practice 
the following arrhythmias are the most im- 
portant, as they can usually be recognized 
at the bedside and often are amenable to 
treatment: ventricular extrasystole, auricu- 
lar fibrillation, auricular flutter, paroxysmal 
auricular tachycardia, ventricular tachy- 
cardia, and complete heart block. Extra- 
systoles, unless frequent and accompanied 
by palpitation or precardiac discomfort, 
rarely call for treatment. Very rarely it 
may be necessary to use quinidine sulphate 
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or digitalis in trying to stop them. If the 
extrasystoles first appear while the patient 
is under digitalization, they probably signify 
the digitalis effect. 

Auricular fibrillation and auricular flutter 
may be discussed together, because digitalis 
and quinidine sulphate are useful in both 
instances. 

In the treatment of auricular fibrillation 
quinidine may be of value in restoring 
rhythm; however, all patients with auricular 
fibrillation should not be given quinidine sul- 
phate, especially those with fibrillation of 
long standing. Quinidine acts best in the 
case of short duration, without congestive 
heart failure, and with a ventricular rate 
under 110. The auricular fibrillation of thy- 
rogenic origin is especially suitable for 
quinidine sulphate therapy. Frequently it is 
advisable, especially in rapid fibrillation, to 
digitalize the patient before giving quinidine 
sulphate. Digitalization and quinidine sul- 
phate are advisable in auricular flutter, and 
return to normal rhythm may be expected. 

Many of the cardiac arrhythmias, when 
severe, bring on acute failure; of these, per- 
haps the most common are auricular par- 
oxysmal tachycardia. If mechanical measures 
such as vagal or ocular pressure do not stop 
an attack of paroxysmal tachycardia, me- 
cholyl should be administered subcutaneous- 
ly. The dosage varies with age and weights 
of the patients, 1/6-1/3 gr. being sufficient 
for the young and 1/2-1 gr. being necessary 
for elderly persons. If the initial dose does 
not check the rate, a second dose may be 
given after a lapse of twenty or thirty 
minutes. The injection is followed by a sud- 
den sensation of warmth in the face. Saliva- 
tion, profuse perspiration, nausea and vomit- 
ing are perhaps the first symptoms of an 
overdose. The patient should be lying down 
during the injection and for fifteen minutes 
afterwards. An asthmatic attack seems to 
be precipitated in pusceptible individuals, 
and momentary heart block as well as 
dyspnea and substernal pain has been noted 
in a few instances. These symptoms, if 
alarming, can be instantly stopped by the 
intravenous administration of atropine sul- 
phate, 1/100-1/50 gr. Im all cases of either 
auricular or ventricular tachycardia in which 
mecholy] is either contraindicated or ineffec- 
tive, quinidine sulphate should be given in 
large doses—3-6 gr. given by mouth for six 
or more doses. However, when large doses 
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are to be used the patient should first be 
tested for quinidine idiosyncrasy. 

Avoid the use of digitalis, for it may con- 
vert the condition into the more dangerous 
ventricular fibrillation. 


Heart Block 


As an emergency measure in the treat- 
ment of Adams-Stokes syndrome epinephrine 
hydrochloride 5 to 15 minims of 1:1000 solu- 
tion is given hypodermically, or into the 
heart. Ephedrine sulphate 3/8 gr. by mouth 
two or three times daily, may help in pre- 
venting severe or frequent attacks. Barium 
chloride 1/2 gr. by mouth, and atropine sul- 
phate 1/100-1/50 gr. have been used to con- 
trol Adams-Stokes seizure, but they have 
not produced as uniform results as has epine- 
phrine. 


Summary 


Most important is the necessity for proper 
diagnosis of the type of existing heart fail- 
ure. It is absolutely impossible to group all 
cases of acute heart failure together and so 
to institute one type of treatment. Not many 
cases of acute failure require digitalis; in 
some cases the use of this drug may be 
dangerous. 

Fortunately most of the drugs used in 
cardiac failure are now available in sterile 
solution in single dose ampules, convenient 
for immediate hypodermic administration. 
These should always be in the kit of every 
physician, and should be used as indicated. 
Treatment of acute heart failure should 
never be discontinued because of apparent 
lack of response, for restoration of the heart 
muscles to a compensated state is often ob- 
tained when least expected. 


Abstract of Discussion 


Dr. L. A. Crowell (Lincolnton): I would like to 
discuss this paper briefly from the standpoint of 
digitalis. 

I have long since come to have a wholesome re- 
spect for digitalis. I think there is a great danger 
of poisoning people with digitalis, and in situations 
such as have been under discussion here—the 
handling of acute cardiac conditions—there is a 
danger of giving the digitalis long after the acute 
phase is over, to the extent of intoxication. 

It has been my observation that the signs and 
symptoms of digitalis overaction are not very gen- 
erally known, but I cannot go into that. What I 
do want to state is this: A rule I have followed for 
about eight or ten years in giving digitalis is to 
secure in the body a concentration of not more 
than 300 minims of tincture or its equivalent for a 
150 pound individual. I believe when you give more 
than that, you get pretty near the zone of toxicity. 


Dr. Seavy Highsmith (Fayetteville): We all 
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agree that rest is the most important part in the 
treatment of beginning heart failure and after an 
acute attack. Rest, after the immediate pain is 
relieved, is of all treatments, the one which will do 
the patient the most good. 

There is no definite opinion as to how long the 
patient should be kept in bed after an attack of 
coronary occlusion or thrombosis. The usual period 
is from three to four months, and after the patient 
begins to have comfort, lying in bed is very tedious. 

After he does get up and about, the patient should 
be instructed to take periodic rest of at least an 
hour every afternoon. The matter of diet in those 
heart conditions is very important, particularly if 
there is a hypertension. The diet of the patient 
should be selected so it will allow his blood pres- 
sure to remain within bounds. A good many of 
those patients are heavy eaters. It is important to 
instruct the patient as to the danger of a heavy 
meal, or an indigestible meal. That will very fre- 
quently bring on another acute attack. 

Dr. W. C. Highsmith (Fayetteville): In the treat- 
ment of acute cardiac decompensation with edema 
you will sometimes get a quick and dramatic re- 
sponse to salyrgan or to mercupurin intravenously. 
We use these drugs a great deal at our hospital 
and I have been using them since about 1932. 1 
do not believe I have had any fatalities from them 
yet. Of course, I always like a run of urine be- 
fore using either, but I think that any practitioner 
should have in his bag one or more ampules of 
salyrgan or mercupurin. 

Sometimes you will find an acute cardiac failure 
with edema, in which just starvation for twenty- 
four or thirty-six hours with, of course, digitalis 
and morphine, will bring about diuretic response. 

Dr. D. S. Currie (Parkton): I would like to ask 
Dr. McMillan about the position in which he would 
have his patients lie in bed, especially with refer- 
ence to the aged and to the young. Does this have 
anything to do with the patient’s recovery? 

Chairman Jones: I would like to ask a question 
myself, and that is about the role of vitamins in 
the treatment of this condition. 

We have had two cases of coronary thrombosis 
which we treated with heavy doses of Vitamin B. 
What is your opinion of that therapy? 


Dr. McMillan: Mr. Chairman, in answer to Dr. 
Currie’s question about the length of time in bed 
and the position. 

I feel that all patients with heart failure should 
have absolute rest. In a case of coronary throm- 
bosis, I feel that eleven weeks is the shortest time 
that you can possibly expect any absorption of 
trauma. I make it a rule to keep every patient 
that I know has coronary thrombosis absolutely in 
bed for eleven weeks or even longer. 

a patients, of course, we turn from side to 
side. 

In answer to Dr. Jones’s question, I have had no 
experience whatever with vitamins. I have thought 
of them and wanted to try them, but I have had 


no experience whatever. 





The Treatment of Cardiovascular Syphilis —The 
former pessimism regarding the treatment of car- 
diovascular syphilis was due in part to the sudden 
deaths or rapid deterioration which not infrequently 
followed vigorous arsenical therapy. The more 
favorable results of recent years have been attained 
by utilizing iodides and the heavy metals as the 
main basis of therapy. — Herrman L. Blumgart, 
M.D.: The Detection and Treatment of Cardiovas- 
cular Syphilis, New England J. Med. 223:444 (Sep- 
tember 19) 1940. 
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THE SOUTHERN MEDICAL 
ASSOCIATION 


The attendance upon the thirty-fourth an- 
nual session of the Southern Medical Asso- 
ciation, held in Louisville November 12-15, 
was quite gratifying. There were registered 
2043 physicians, 529 ladies, and enough stu- 
dents, nurses, exhibitors, and miscellaneous 
visitors to make the total registration 4062. 

The session was saddened by the death of 
the President-Elect, Dr. Quitman U. Newell, 
of St. Louis, on Monday, November 4—just 
ten days before he would have been inducted 
into the presidency. ; 

North Carolina was particularly honored 
in this meeting. In another editorial notice 
is given to the election of Dr. Ringer as 
President and Dr. Ham McKay as Chairman 
of the Council. Among North Carolina doc- 
tors who took part in the program were Drs. 
William M. Nicholson, Vincent E. Moseley, 
Douglas H. Sprunt, Wiley D. Forbus, June 
U. Gunter, Susan C. Dees, Lenox D. Baker, 
Kdwin T. Alyea, and Robert Randolph Jones, 
Jr., of Durham; Dr. Samuel F. Ravenel of 
Greensboro; Dr. Donnell B. Cobb of Golds- 
boro; Drs. Oren Moore and William A. 
Hamer of Charlotte; Dr. Arthur C. Ambler 
of Asheville; and Dr. George M. Cooper of 
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Raleigh. On the program of the American 
Society of Tropical Medicine, meeting at the 
same time, were Dr. D. F. Milam of Chapel 
Hill and Dr. Donald 8S. Martin of Durham. 

That the visitors to this meeting made a 
good impression upon their host city is evi- 
denced by the following editorial tribute 
from the Louisville Courier Journal, entitled 
“Doctors’ Conventions are Different”: 

“The southern doctor is a gentleman and a 
scholar. 

“This fact was impressed on Louisvillians 
by the convention of the Southern Medical 
Association which ended yesterday. 

“With few exceptions conventions are 
pretty much standardized these days. The 
program consists of pleas for co-operation, 
speeches citing the need of legislation favor- 
ing the convening group, a resolution which 
says, in effect, tax the other fellow. There 
is a banquet, reunion, a dance, much drink- 
ing. The group’s secretary and one or two 
other dependable members do most of the 
work. 

“The doctors were different. Their con- 
vention was more like a condensed post- 
graduate course in medicine. There was a 
sharing of professional knowledge from 
which not only doctors but laymen will bene- 
fit.” 

NORTH CAROLINA HONORED BY THE 
SOUTHERN MEDICAL ASSOCIATION 


The Southern Medical Association, in its 
thirty-fourth annual session at Louisville, 
November 12-15, signally honored two mem- 
bers of the Medical Society of the State of 
North Carolina. Dr. Paul H. Ringer, of 
Asheville, was elected President, and Dr. 
Hamilton W. McKay, of Charlotte, was made 
Chairman of the Council. Both these men 
are too well known to need any introduction 
to the readers of the NORTH CAROLINA MEDI- 
CAL JOURNAL. 

Dr. Ringer was president of our State 
Medical Society and is a member of the Edi- 
torial Board of the NORTH CAROLINA MEDI- 
CAL JOURNAL. He is also a member of the 
American Association of Thoracic Surgery, 
the American College of Physicians, the 
American College of Chest Physicians, the 
National Tuberculosis Association, the Amer- 
ican Clinical and Climatological Association, 
and of various other organizations. It is 
quite a coincidence that the last North Caro- 
lina doctor elected President of the Southern 
Medical Association, in 1923, was the late 
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Dr. Charles L. Minor, with whom Dr. Ringer 


was associated for many years. 
Dr. McKay was on the last Board of 


Medical Examiners. He is a member of the 
American Urological Association, the Ameri- 
can College of Surgeons, the Southern Surgi- 
cal Association and other organizations. His 
service on the Council of the Southern Medi- 
cal Association is recognized by his election 
as its Chairman. 

The NorTH CAROLINA MEDICAL JOURNAL 
extends its heartiest congratulations to these 
distinguished members of our State Society ; 
and also congratulates the Southern Medical 
Association upon its good judgment in select- 
ing leaders for 1941. 


Kk ok he 1 


PRESIDENT ROOSEVELT OPPOSES 
SOCIALIZED MEDICINE 

On October 31, just on the eve of the na- 
tional election, President Franklin D. Roose- 
velt made a notable statement. In dedicat- 
ing the National Institute of Health build- 
ing at Bethesda, Maryland, he said: 

“Neither the American people nor their 
government intend to socialize medical prac- 
tice any more than they plan to socialize 
industry. In American life the family doc- 
tor, the general practitioner, performs a ser- 
vice which we rely upon and trust. 

“No one has a greater appreciation than 
I of the skill and self sacrifice of the medical 
profession. And there can be no substitute 
for the personal relationship between doctor 
and patient which is a characteristic and a 
source of strength of medical practice in our 
land.” 

Remembering the National Health Con- 
ference of July, 1938, the illegal loan made 
by the government to the HOLC in order to 
finance the Group Health Insurance plan, 
the Wagner Health Bill, the suit brought 
against the American Medical Association by 
the government’s Department of Justice, and 
the steady stream of propaganda from Wash- 
ington obviously intended to smear the medi- 
cal profession, the cynical mind might have 
cause to ask of the present federal govern- 
ment: 


“Perhaps it were wise to dissemble your 
love, 

“But — why should you kick me down- 
stairs?” 


Since, however, the suit against the A.M.A. 
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has been indefinitely postponed, and since 
the Wagner Bill did not get to the floor of 
the Senate, and since we are all trying to 
unite in a national defense program, let us 
medical men take our President’s word at 
its face value, and agree to let bygones be 
bygones. With the emergency now confront- 
ing the nation, there is little danger, for the 
time being at least, that the government will 
add the cost of a political medical scheme to 
the tremendous burden of the defense pro- 
gram. 
* 


“A HORNET’S NEST?” 


An editorial in the New York State Jour- 
nal of Medicine for November 15 says that 
“The recent formation in the Westchester 
County Medical Society of a general practi- 
tioners’ section marks the beginning of a 
movement which should have every encour- 
agement and stimulation.” 

While our colleague does not say just how 
much territory is covered by this statement, 
the NORTH CAROLINA MEDICAL JOURNAL 
would like to recall, in order to keep history 
straight, that a general practitioners’ sec- 
tion of the Medical Society of the State of 
North Carolina was organized in 1937, and 
that it has had the largest attendance of 
any section of the society. To go still further 
back, Dr. J. M. Northington, editor of 
Southern Medicine and Surgery, established 
a Department of General. Practice in that 
journal in July, 1931. 

The New York Journal thinks that such 
an organization “should have many of the 
characteristics of a hornet’s nest’’, but rather 
hopes that instead of stinging one another, 
the group will develop “a few leaders to 
direct .. . some well-planned and judiciously 
executed forays into the camps of the 
haughty surgeons, the snooty specialists, the 
public health picnickers, and the welfare 
weevils.” 

The specialists of Westchester County may 
be comforted by knowing that not one fist 
fight has developed as a result of the gen- 
eral practitioners’ section of the North Caro- 
lina society. Its members have not stung 
one another any more than was necessary 
to stimulate better work; the only sting felt 
by the specialists is envy of the excellent 
programs produced by the general practi- 
tioners, 
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GONORRHEA AND THE 
SULFONAMIDES 


In The Medical World for November, the 
“guest editor’, Dr. P. S. Pelouze, has an ex- 
cellent discussion of the comparative merits 
of the sulfonamides in the treatment of 
gonorrhea. Dr. Pelouze thinks that sulfa- 
nilamide should be abandoned in favor of 
the later compounds. Its cure rate is only 
30 per cent, as against 85 to 90 per cent for 
sulfapyridine and sulfathiazole, and a high 
proportion of patients treated with sulfanila- 
mide become symptomless carriers “who can 
transmit the disease just as surely as the 
known treatment failures.” 

Sulfapyridine and sulfathiazole both have 
cure rates of 85 to 90 per cent, but sulfa- 
thiazole is preferable because it is so much 
less toxic. ‘There is no need for the giving 
of more than 45 grains a day nor for its 
continuation beyond a ten-day period. In- 
deed, there is much to.suggest that one 
week’s medication is sufficient.” 

In spite of the brilliant success of these 
new drugs, however, Dr. Pelouze urges “a 
bit of skepticism regarding real cure in every 
case”. He advises that every patient be 
strongly urged “to avoid unprotected sexual 
intercourse for several months” after treat- 
ment, no matter how complete seems the 
core. 

By K * K 
FLAMING YOUTH OR FOOLISH 
MATURITY? 


The Christmas season is approaching, and 
with it the annual round of holiday festivi- 
ties for the young folks. These occasions 
are usually characterized by unreasonably 
late hours, and often occasion severe criti- 
cism of the younger generation. This criti- 
cism of youth, incidentally, dates back to 
antiquity. One of the Greek comedians, writ- 
ing several centuries before Christ, makes 
one of his characters say: 

“Come listen to the good old days, when 

children, strange to tell, 

“Were seen, not heard, lived simple lives 

—in short, were brought up well.” 

It is doubtful, however, that the young 
things—certainly those of high school age 
—are as much to blame for the unreasonable 
hours they keep as are their elders. It is 
the parents—usually the mothers—who plan 
the parties, and who set the hours. Often the 
youngsters themselves will admit that they 


December, 1940 


wish they did not have to stay up so late, 
but that they must do so because all the 
other young people do. 

During the Christmas holidays last year 
in Winston-Salem numbers of children not 
yet in their teens were invited to a dance 
from nine to one. The festivities began at 
what should have been their bedtime. Most 
of these parties are given for the young peo- 
ple home from school, and after two weeks 
of almost nightly dissipation they return to 
school exhausted. In most schools mid-year 
examinations follow hard upon the Christ- 
mas holidays. The students are in no con- 
dition, physically or mentally, to face this 
ordeal, and they are too apt to learn the 
dangerous temporary boost which caffeine or 
benzedrine will give. 

There is, of course, little that we doctors 
can do about it, so long as it is fashionable 
to make endurance contests out of so-called 
social recreations; but we can at least pro- 
test as diplomatically as possible to the 
mothers, who are primarily responsible. 





THE PLATFORM OF THE AMERICAN 
MEDICAL ASSOCIATION 


The American Medical Association advocates: 


1. The establishment of an agency of the federal 
government under which shall be coordinated and 
administered all medical and health functions of the 
federal government exclusive of those of the Army 
and Navy. 


2. The allotment of such funds as the Congress 
may make available to any state in actual need, for 
the prevention of disease, the promotion of health 
and the care of the sick on proof of such need. 


3. The principle that the care of the public 
health and the provision of medical service to the 
sick is primarily a local responsibility. 

4, The development of a mechanism for meeting 
the needs of expansion of preventive medical ser- 
vices with local determination of needs and local 
control of administration. 


5. The extension of medical care for the indigent 
and the medically indigent with local determina- 
tion of needs and local control of administration. 


6. In the extension of medical services to all 
the people, the utmost utilization of qualified medical 
and hospital facilities already established. 


7. The continued development of the private 
practice of medicine, subject to such changes as 
may be necessary to maintain the quality of medical 
services and to increase their availability. 


8. Expansion of public health and medical ser- 
vices consistent with the American system of 
democracy. 
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CASE REPORTS 





CLINICO-PATHOLOGICAL 
CONFERENCE 


CITY MEMORIAL HOSPITAL 
WINSTON-SALEM 
Presentation of Case 


A 40 year old white woman entered the 
hospital complaining of cough, dyspnea and 
pain in the right side of the chest. 

Because of the patient’s great discomfort 
the history was obtained from her husband. 
Six weeks before admission the patient had 
been awakened in the middle of the night by 
a slight hemorrhage from the lungs, which 
persisted during the next day as streaking 
of the sputum. The next night she had a 
similar hemorrhage. She went to the County 
Tuberculosis Sanatorium for examination 
and was told that she did not have tubercu- 
losis. From then until eight days before ad- 
mission she was free of symptoms. At this 
time she began to have a sharp stabbing pain 
in the right side of the chest. This lasted 
two days and kept her from her work. She 
was then able to work one day, but the pain 
returned and became increasingly severe. 
On the day before admission it was asso- 
ciated with nausea, vomiting and extreme 
dyspnea. 

The patient had had a productive cough 
for “some time.” Five years before the pres- 
ent illness she had pleurisy, and was told 
that she had a mild pneumonia. She was 
sick about one week at this time. The rest 
of her past history and the family history 
are not contributory. 

Physical examination revealed a medium- 
sized white woman lying in bed breathing 
with great difficulty and in severe pain. The 
naso-pharynx and tonsillar pillars were red- 
dened. The tonsils were absent. On the 
right side of the chest there was limitation 
of the respiratory movements. The breath 
sounds were limited in the back from the 
third interspace downward, and in front 
were distant or absent. There was dullness 
from the fourth dorsal spine posteriorly and 
the third rib anteriorly, to the base of the 
lungs. The left chest was hyper-resonant. 
No rales were present on either side. The 
cardiac dullness was shifted slightly to the 
left. The apex beat was in the fifth inter- 
space 414 inches from the midsternal] line, 
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No murmurs were present. The blood pres- 
sure was 100 systolic and 70 diastolic. The 
abdomen was slightly distended and tympa- 
nitic, but was not tender, and no masses 
were palpable. The temperature was 102.4 F., 
the pulse, 150; the respirations, 28. 

The urine examination was negative. Ex- 
amination of the blood showed a red count 
of 4,710,000 with 1314 Gm. of hemoglobin. 
The white count was 14,150 with 38 per cent 
segmenters, 36 per cent stabs, 10 per cent 
juveniles, 11 per cent lymphocytes and 5 per 
cent monocytes. An x-ray of the chest taken 
the day of admission showed “the left pul- 
monic field clear and apparently normal. The 
heart shadow is normal. On the right there 
is a marked density involving the outer half 
of the pulmonic field and extending from the 
apex to the diaphragm. This is sharply de- 
fined along the inner border.” The next day 
the patient was extremely uncomfortable. She 
complained of great pain in the right side, 
and tried unsuccessfully to vomit. There was 
diminution of breath sounds and dullness 
throughout the right chest except at the 
apex. The temperature was 100.4F. An 
x-ray taken on this day in the lateral posi- 
tion showed “the density previously de- 
scribed to be in the anterior portion of the 
chest.”” On the third hospital day the chest 
was aspirated and a small amount of bloody 
fluid removed. On the fourth hospital day 
the anterior portion of the chest was as- 
pirated and 100 ec. of foul smelling pus was 
obtained. On the fifth hospital day an in- 
cision was made between the fifth and sixth 
ribs in the right anterior axillary line and 
a catheter inserted. The temperature at this 
time was 102 F. During the next two days 
the temperature gradually came down as far 
as 99.6 F., but on the ninth hospital day it 
reached 103 F. The pulse was 140. On the 
thirteenth hospital day a rib resection was 
performed. The patient’s temperature re- 
mained the same on the next day, but the 
following day ,the temperature rose _ to 
105.8 F., and the patient expired. 


Differential Diagnosis 
E. A. MacMillan, M. D. 


We have here the sudden onset of hem- 
optysis in a 40 year old white woman who 
had had a productive cough for “some time”. 
Since she had had a thorough examination 
at the Forsyth County Sanatorium within a 
few days of the onset of this condition, and 
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was found to present no evidence of pul- 
monary tuberculosis, the hemoptysis was 
probably of non-tuberculous origin. This is 
assuming infallibility in the technique and 
judgment of Dr. Yoder and his staff, but we 
have been led to expect work of this calibre 
from them. 

This hemorrhage was followed by a period 
of eight days in which there were no symp- 
toms. It may be assumed that inasmuch as 
the patient was not informed of the presence 
of pneumonic congestion when she was ex- 
amined at the sanatorium, this condition may 
also be considered as extremely unlikely. The 
onset of sharp, stabbing pain in the right 
side of the chest on the eighth day after 
the onset of hemoptysis suggests involve- 
ment of the pleura. Progression from this 
to dyspnea, nausea and vomiting indicates 
that a pleural effusion was developing. Limi- 
tation of respiratory movements, dullness, 
and absence of breath sounds over the lower 
right chest, with a shift of the cardiac dull- 
ness to the left, all point toward an effusion 
in the right chest. There was an increase 
of the white blood cells with a marked shift 
to the left, 36 per cent stabs and 10 per cent 
juveniles being present. The temperature 
was elevated. The x-ray findings showed a 
density involving the outer half of the right 
chest. Operation revealed the expected puru- 
lent pleural effusion. There seemed to be 
some temporary improvement following the 
rib resection, but this was not sustained and 
the patient expired in hyperpyrexia. 

The events which succeeded the hem- 
optysis in this case seem moderately clear. 
Certainly there was some infectious process 
active in the lung which apparently resulted 
in the erosion of a blood vessel, with result- 
ing gross hemorrhage. The blood gained ac- 
cess to one of the bronchial divisions, and 
hemoptysis resulted. The fact that the pa- 
tient had suffered from a chronic cough sug- 
gests strongly, in the light of the events 
which followed, that there had been some 
degree of bronchiectasis present. Tubercu- 
losis we consider ruled out by the negative x- 
ray findings. It may not be entirely safe to do 
this, but it seems highly unlikely that a tu- 
berculous lesion sufficient to cause gross hem- 
optysis should not have been discovered by a 
complete examination. Pulmonary abscess 


must be considered as initiating this fatal 
train of events, but there were no prodromal 
symptoms mentioned in the history to sug- 
It is possible, though unlikely, 


gest this. 
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that there may have been a small patch of 
bronchopneumonia present as the initiating 
lesion. A rare possibility which must be 
considered is echinococcus disease. Pulmo- 
nary aspergillosis must be mentioned because 
of the fact that it occasionally begins with 
frank hemoptysis. 


Clinical Diagnosis 
Empyema with resulting pneumonia. 


Dr. E. A. MacMillan’s Diagnosis 


Massive right empyema. 
Chronic bronchiectasis. 


Anatomical Diagnosis 


Bronchiectasis, both lower lobes. 

Rupture of bronchus at base of right lower 
lobe into pleural cavity. 

Empyema, right. 

Surgical drainage of empyema with rib 
resection. 


Pathological Discussion 


The postmortem examination showed air 
but no fluid in the right pleural cavity. The 
right lung was adherent to the thoracic wall 
over the posterior portion of the lower lobe. 
It was collapsed and covered by a thick 
fibrinous exudate. The bronchi in both lower 
lobes were uniformly dilated throughout 
their entire length, were thin-walled and 
contained a slight amount of mucopurulent 
material. A large bronchus leading to the 
posterior portion of the right lower lobe com- 
municated with the pleural cavity on the 
diaphragmatic surface of the lung. The 
lower portion of this bronchus was _ sur- 
rounded by a considerable amount of in- 
flammatory reaction, and the communication 
with the pleural surface was represented by 
an inflammatory tract which was apparently 
the result of collapse of the bronchus, caused 
by the empyema. Between the upper and 
middle lobes on the right there was an en- 
capsulated collection of clear straw colored 
fluid amounting to about 30 cc. A staphy- 
lococcus albus and a non-hemolytic strepto- 
coccus were isolated from the pleural cavity. 





The Need of a Balanced Mind.—To a psychiatrist 


_ the present troubled state of the world emphasizes 


more than ever before the need of a balanced mind 
in an unbalanced world; the need for confidence, 
for the use of intelligence, for the restraint of 
emotion. The need for sanity and for its applica- 
tion to the affairs of life has never been greater. 
—Winfred Overholser: The Broadening Horizons of 
Medicine, Science 90: 2888 (Oct, 20) 1989, 
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PRESIDENT’S MESSAGE 


Is THERE A NEED For A PHYSICIANS’ RELIEF 
FUND IN THE NORTH CAROLINA 
MEDICAL SOCIETY? 


Among the complexities of our modern life, 
with its drain on our nervous, physical, and 
financial resources, is the ever increasing 
threat of a complete physical and mental 
breakdown, and a wreckage of our worldly 
possessions. 

Many physicians of our rank have suffered 
this misfortune, and have had to spend days 
of dependency upon the bounty of either 
relatives or friends. At such a situation, 
our sense of propriety and pride in our pro- 
fession is shocked. We share in the humili- 
ation of our fellow physician who becomes 
virtually a community charge after having 
been an asset for so many years. 

Many professions make provisions for the 
unfortunate ones in their ranks. It can be 
done either by an allocation of a relatively 
small part of the yearly dues of the society ; 
by special yearly assessments; or, as is done 
by the North Carolina Dental Society, by 
the sale of an allotted number of Christmas 
seals each year to every individual in the 
society. Superannuated, invalid or disabled 
members in good standing with the society 
are recipients of help. 

If the Medical Society of the State of 
North Carolina should see fit to have a 
Physicians’ Relief Fund, I believe that a 
committee from an applicant’s County Socie- 
ty should pass on the problem presented to 
them by himself, his relatives, or his friends. 
In turn the application should be passed on 
to a central committee and the custodian of 
the relief fund, be it a trust company, a 
bank, a life insurance company with an an- 
nuity department, or appropriate officers of 
the Society. Funds apportioned to individu- 
als should be given on the basis of disability 
and financial circumstances, and the amount 
of money available. The grant should be re- 
newed or withdrawn after investigation on 
a yearly basis. 

With the membership of the Medical 
Society of the State of North Carolina stand- 
ing in the thousands, a substantial fund 
could soon be built up. Thus another tie 
which binds us to each other in professional 
and fraternal relationship could be made a 
beautiful and enduring bond, 
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NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA 
Dr. M. J. Rosenau has been asked by Mrs. Frank- 


lin D. Roosevelt to serve on a national advisory 
committee for community service projects. This 
committee was established to assist the Work Proj- 
ects Administration in planning for a wider exten- 
sion cf the services of these projects nationally and 
to indicate new directions which projects should 
take in order to serve the largest possible number 
of persons in local communities. Dr. Rosenau will 
attend a meeting of the Committee in Nashville, 
Tennessee, on November 26, 27 and 28. 
* * * 


Dr. John William Roy Norton, Professor of Pub- 
lic Health Administration in the School of Public 
Health, has been called into the service and is located 
at Fort Bragg. Dr. Norton has been granted leave 
of absence for one year. 

* * * 

Dr. A. Watts Makepeace, who has been on the 
faculty of the University of Pennsylvania Medical 
School, has joined the staff of the School of Public 
Health of the University as Professor of Obstetrics. 
His work is in cooperation with the program of the 
State Board of Health and Duke University for 
postgraduate instruction of selected groups of phy- 
sicians, which will be carried out at the University 
of North Carolina and at Duke. 

* * * 

Dr. D. F. Milam, Research Professor of Nutrition 
in the School of Public Health, attended the Southern 
Medical Association Meetings in Louisville. He pre- 
sented a paper on “The Vitamin C Requirements 
of Man”. 





NEWS NOTES FROM WAKE FOREST COLLEGE 

At its meeting on November 20, the Board of 
Trustees of Wake Forest College made the follow- 
ing additions to the faculty of the Bowman Gray 
School of Medicine: 

Professor of Radiology, James P. Rousseau, M.D., 
University of Maryland, 1918; F.A.C.P.; Certified by 
American Board of Radiology, 1934. 

Associate Professor of Psychiatry, John A. Rose, 
M.D., University of Texas, 1933; Staff Physician 
Philadelphia Child Guidance Clinic, Lecturer in De- 
partment of Public Health; Instructor in Psychiatry, 
University of Pennsylvania Medical School, and As- 
sistant Physician in the Out Patient Department, 
the Institute for Mental Hygiene of the Pennsyl- 
vania Hospital. 

Associate Professor of Obstetrics and Gynecology, 
Frank R. Lock, M.D., Tulane University, 1935; Fel- 
low in Obstetrics and Gynecology, Johns Hopkins 
Medical School, 1940. 

Assistant Professor of Obstetrics and Gynecology, 
Nelson M. Webster, M.D., Duke University School 
of Medicine, 1937; Director, Forsyth County Clinics 
since 1939. 

Carnegie Fellow in Genetics and Instructor in 
Medicine, C. N. Herndon, Jr., M.D., Jefferson Medi- 
cal College, 1939. 

Assistant Professor of Physiology and Pharma- 
cology, James Maxwell Little, M.S., Emory Univer- 
sity, 1933; Instructor in Biochemistry, Vanderbilt 
University Medical School since 1936. 

Instructor in Surgery and Anatomy, Howard M. 
Starling, M.D., Medical College of Virginia, 1931; 
F.A.C.S. 

Instructor in Surgery and Anatomy, James F. 
Marshall, M.D., University of Pennsylvania, 1931; 
F.A.C.S. 

The Board of Trustees authorized the expenditure 
- $100,000 for equipment for the School of Medi- 
cine, 
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NEws NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


Dr. P. P. McCain, the President of the National 
Tuberculosis Association and Superintendent of the 
North Carolina Sanatorium and Western North Car- 
olina Sanatorium, sends the following message to 
all medical and lay groups interested in the pre- 
vention and cure of tuberculosis: 

Preparation for the defense of our Country 
against those who would destroy our liberty and 
our democracy is rightfully engaging the attention 
of our whole Nation. 

Let us remember that good health, both in our 
soldiers and in our civilian population, is one of 
the essentials of good National defense. Tubercu- 
losis is one of the worst enemies of our National 
health. It undermines the health and destroys the 
lives not only of our soldiers, but of men, women 
and children in every walk of life. Every year 60,- 
000 of our useful citizens die of this disease. Since 
1921 34,177 soldiers of the World War have died 
as victims of this Great White Plague. Since 1917 
tuberculosis in the soldiers of the World War has 
cost our Government $960,000,000. 

Scientists have shown us that tuberculosis is pre- 
ventable and curable. Before the disease can be 
brought under control, however, it is necessary to 
teach the masses of our people to take advantage 
of these preventive measures and it is necessary 
to provide the facilities for early diagnosis and 
treatment. 

The necessary funds for these control measures 
have to be raised to a large extent by the sale of 
Christmas Seals. Everyone who buys liberally of 
Christmas Seals can have the double satisfaction 
of knowing that he is helping to control tuberculosis 
and also helping the cause of National defense. 

* * OK 


Evelyn Love of Bennett College, Greensboro, was 
chosen as the winner of the seventh annual nation- 
wide essay contest among Negro Colleges conducted 
by the National Tuberculosis Association. She had 
previously been awarded the first place in the state 
contest. Some 150,000 students over the nation sub- 
mitted essays for the Negro College and High School 
Essay contests. The National award was a check 
for $50 and a gold medal. 

* * 7 


Dr. P. P. McCain of Sanatorium, Dr. H. L. Seay 
of Huntersville, Dr. M. D. Bonner of Jamestown, 
and Frank W. Webster and Walter S. Page, Jr., 
of Winston-Salem, attended the meeting of the 
Southern Tuberculosis Conference at Monroe, La., 
on October 21-23. Dr. V. K. Hart of Charlotte ad- 
dressed the conference on the subject of “Broncho- 
scopy in Tubercular Tracheobronchitis”. This con- 
ference will be held in Asheville, N. C., in the fall 
of 1941. 





NEWS NOTES FROM THE STATE BOARD 
OF HEALTH 


Of the 24,069 persons who died in North Caro- 
lina through September, this year, 3,449 were babies 
under a year old. During the corresponding period 
of 1939 there were 3,518 infant deaths—69 more 
than occurred this year. The total number of deaths 
during the first nine months of last year was 23,- 
951, this number being 118 less than the 1940 toll. 

Through September of this year, there were 60,- 
537 births reported by the Division of Vital Sta- 
tistics, 891 in excess of the 1939 figure for the 
same period, which was 59,646, 

So far this year, according to figures already 
compiled, 70 North Carolina children have died from 
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the preventable disease of diphtheria, as compared 
with 74 last year, while the pneumonia total dropped 
from 1,730 to 1,628. 

Deaths from tetanus this year have numbered 
only 9, as compared with 22 for the corresponding 
period of 1939. 

Homicides increased from 263 to 275, while sui- 
cides went from 220 to 226 during the periods com- 

ared. 

. There were 161 deaths in October from what the 
State Board of Health lists as preventable acci- 
dents, as compared with 131 in October, 1939. Aside 
from deaths due to automobile accidents, there were 
15 accidental drownings, as compared with only 3 
during the same period a year ago, while railroad 
accidents not associated with highway traffic took 
a toll of 7, against 4 a year ago. There were two 
air transportation fatalities this year, as compared 
with none for the corresponding period in 1939. 

So far, for the entire year, the death toll in 
North Carolina from preventable accidents totals 
1,196, out of 26,393 deaths from all causes. In other 
words, deaths from preventable accidents constitute 
more than four and a half per cent of deaths from 
all causes. 

There was a sharp decline in the number of births 
reported in October, as compared with figures for 
the previous October. For the 1940 period there 
were 6,776 babies born in North Carolina, or 325 
fewer than the 7,101 born in October, 1939. Deaths 
totaled 2,442, as compared with 2,523 a year ago, 
but the number of infants who died under a year 
old dropped from 388 to 362, a difference of 26 in 
favor of this year. This brought the infant mor- 
tality rate for the month down from 23.8 to 23. 

There were no outstanding differences in the num- 
ber of deaths from the various diseases reported. 
Pellagra claimed 18 fewer victims, diphtheria 11 
fewer, cancer 8 more, while there were 5 fewer 
suicides and 4 more homicides. 


* ok * 


In the November issue of The Health Bulletin, 
Dr. R. E. Fox, Director of the Division of County 
Health work, states that “At the present time seven- 
ty-nine of our one hundred counties have some type 
of local health service, either a single county unit 
or district health department. Six of the cities have 
health departments. These make local health ser- 
vice available to 3,166,395 of our 3,561,990 citizens. 

“The average per capita expenditure for the fiscal 
year 1939-40 in county or district units was 53 cents, 
while in the city health departments the average 
was $1.13 per capita. The average for those coun- 
ties and cities having full-time local health service 
was 58 cents per capita.” 

* * &* 

Dr. Walter E. Wilkins, Coordinator of the North 
Carolina School Health Service, has been appointed 
to membership on the governing council of the 
American School Health Association, for a term of 
three years. Notice of his appointment came from 
Dr. Amos L. Beaghler, of Denver, president of the 
Association. 

Dr. Wilkins is the second North Carolinian to 
receive this honor. The first was Dr. S. B. Mc- 
Pheeters, health officer for Wayne County. 

The North Carolina School Health Service repre- 
sents two major State Departments, namely, the 
Department of Public Instruction and the State 
Board of Health. The cost is being supplemented 
by funds from two Rockefeller Boards—the Rocke- 
feller Foundation and the General Education Board. 
The work in North Carolina was started July 1, 
1939, and to date the staff has operated in five 
counties, 
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NEw HOSPITAL AT FORT BRAGG 


The facilities at Fort Bragg are being rapidly 
expanded in connection with the National Defense 
Program. Fort Bragg is the largest army reserva- 
tion in the United States and contains the largest 
field artillery range in the world. The reservation 
contains over 122,000 acres and includes parts of 
Cumberland and Hoke Counties. Plans are being 
made for the reception, quartering and training of 
at least 66,000 troops by June, 1941. Fort Bragg 
will then constitute the third largest community in 
North Carolina, its population being exceeded only 
by Charlotte and Winston-Salem. 

As an important part of the building project, con- 
struction is under way for a cantonment hospital 
of 2000 beds. This hospital will cover an area 800 
by 433 yards and will contain 112 buildings. These 
will be mainly of one story each, varying from 90 
to 150 feet in length, the buildings being separated 
by a distance of 40 feet. They will include an ad- 
ministration building; a surgical operating building; 
eye, ear, nose and throat clinic; and various build- 
ings for laboratory and x-ray. Commodious facili- 
ties for a physical therapy department have been 
provided and there will be a dental clinic with chairs 
for 15 operators. The staff will consist of approxi- 
mately 72 medical officers, 240 nurses and 648 en- 
listed men, Medical Department. Quarters for the 
entire staff will be built in the hospital area. An 
ideal site has been selected in a central location at 
the highest point of Fort Bragg. Construction is 
proceeding rapidly and the entire project is expected 
to be completed by January 15, 1941. 

In order to complete facilities needed for incom- 
ing increments of selective service men due to arrive 
by the spring of 1941, plans are being made for a 
second hospital to contain 1500 beds. Authorization 
for this project is expected shortly, upon receipt of 
which work will begin. 

The climate and soil in the Sandhills District fur- 
nish an ideal environment for the housing and train- 
ing of soldiers, and the sick rate at Fort Bragg is 
among the lowest of the Army. North Carolinians 
may well be proud of the part their state is taking 
in the National Defense Program. 





SEABOARD MEDICAL ASSOCIATION 


The Forty-Fifth Annual Meeting of the Seaboard 
Medical Association of Virginia and North Caro- 
lina was held at Washington, N. C., December 3, 4, 
and 5. Dr. John Cotten Tayloe is President of the 
Association. 

At the first session of the Association, held on 
December 3, at 8 p. m., addresses were given by 
Dr. Oren Moore of Charlotte and Governor Clyde 
R. Hoey. The program for the rest of the meet- 
ing was as follows: 


Wednesday, December 4—9 A. M. 


“Benign Bronchial Adenomas’—Dr. Lamuel Mayo, 
Jr., Portsmouth. 

“The Response of Intra-Thoracic Tumors to Irra- 
diation”—Dr. Julian L. Rawls, Norfolk. 

“Gastric Hemorrhage’ — Dr. C. T. Smith, Rocky 
Mount, N. C. 

“Mycotic Infection in Obstetrical and Gynecological 
Patients”—Dr. Bayard Carter, Durham, N. C. 

“Hemorrhage in Labor’—Dr. C. J. Andrews, Nor- 
folk, Va. 

“The Maternal Pelvis in Relation to Labor’—Dr. 
Norris Vaux, Philadelphia, Pa. 

“Cesarean Operation with Respect to Lower Segment 
Operation”—An analysis of 110 consecutive 
— Waverly R. Payne, Newport News, 

a. 
“Priapism”—Dr. Joshua Tayloe, Washington, N. C. 
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Wednesday, December 4—1:30 P. M. 


“Physical Therapy as an Aid in the Treatment of 
Pneumonia”—Dr. Ben L. Boyenton, Norfolk, Va. 

“Sulfathiazole in the Treatment of Staphylecoccic 
Infection’—Dr. Walter B. Martin, Dr. R. B. 
Grinnan, Jr., Norfolk, Va. 

“Asthma and Heart Disease’”—Dr. Oscar Swineford, 
Jr., University of Virginia. 

“The Non-Allergic Treatment of Asthma’”—Dr. War- 
ren T. Vaughan, Richmond, Va. 

“Remarks Concerning Some of the Problems of Al- 
lergy”’—Dr. Edward L. Alexander, Newport 
News, Va. 

“Preparatory Treatment in Gall Bladder Surgery” 
—Dr. Russell Buxton, Newport News, Va. 
“Acute Nephritis in Children”’—Dr. Angus McBride, 

Durham, N. C. 


Thursday, December 5—9:00 A. M. 


“Adenomatous Goitre’—Dr. R. 
Mount, N. C. 

“Vitamins”—Dr. Ralph Fike, Wilson. 

“Treatment of Bacillary Dysentery with the Sulfo- 
namides’”—Dr. Samuel Ravenel, Greensboro. 
“The Role of Chronic Pyelonephritis in the Produc- 
tion of Hypertension”—Dr. William Nicholson, 

Durham. 

“The Indwelling Nasal Tube”—A discussion of the 
advantages vs. the disadvantages of its use for 
prolonged gastric duodenal drainage — Dr. R. 
Duval Jones, Jr., Norfolk. 

“Uretero-Placental Apoplexy”—Dr. 
nessy, N. Y. 

“Vaginal Ureteral Lithotomy’ — Dr. D. J. 
Goldsboro. 
“Carcinoma of the 
Charlotte. 
“Report of a Case of Acardia’—Dr. Ellis Winstead, 

Bellhaven. 

“Intradermal Smallpox Vaccines’ — Dr. Rachel D. 
Davis, Kinston. 

“Acute Coronary Thrombosis”—Dr. Henry Temple, 
Kinston. 


S. Anderson, Rocky 


James P. Hen- 


Rose, 
Colon”—Dr. 


Thomas Sparrow, 





SEVENTH DISTRICT MEDICAL SOCIETY 


The Seventh District Medical Society met at 2 
p. m. on November 20 at Kannapolis. The follow- 
ing program was presented at the afternoon session: 

“Gunshot Wounds of the Pregnant Uterus”—Dr. 

T. C. Bost, Charlotte, N. C 
“Traumatic Injuries of War and Peace”’—Dr. A. 
M. Cornwall, Lincolnton, N. C. 
“Blood Plasma in the Treatment of the Sick Child” 
—Dr. John Elliott, Salisbury, N. C. 
Discussions by Dr. E. D. Andrews, Salisbury, 
N. C., and Dr. G. F. Busby, Kannapolis, N. C. 

“Nephrosis”—Dr. Andrew Blair, Charlotte, N. C. 
: From 4 to 6 p. m., a Clinic was conducted by. Dr. 
Frederic M. Hanes of the Department of Medicine, 
Duke University. 

_ The banquet was held in Concord at the Hote) 
Concord at 7 p.m. The program was as follows: 
Invocation—Dr. E. K. McLarty, Concord, N. C. 
— of Weleome—Dr. C. A. Cannon, Concord, 
a i 


Response—Dr. E. B. Lattimore, Shelby, N. C. 
Scientific Address—Modern Concepts of Vitamin 
Therapy”—Dr. Frederic M. Hanes, Durham. 
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NORTH CAROLINA UROLOGICAL ASSOCIATION 

The Fifteenth Annual Meeting of the North Caro- 
lina Urological Association was held at Sedgefield 
Inn, Greensboro, October 13 and 14. The scientific 
program was as follows: 

Round Table Discussion, 8 p. m., October 13: 
Interesting cases were presented by Dr. Sidney 
Smith, Dr. Joshua Tayloe, Dr. N. O. Benson, 
and Dr. L. A. Andrews, and free discussion was 
held. 

October 14, 2:30 p. m.: 

“History of North Carolina Urology”’—Dr. John 

S. Rhodes, Raleigh. 

Symposium on the Treatment of Acute Renal 

Infections: 

1, Dr. A. I. Dodson, Guest Speaker, Rich- 

mond, Va. 

2. Dr. A. B. Peasley, Guest, Raleigh. 
Discussion by Dr. T. R. Huffines, Ashe- 
ville, and Dr. Robert McKay, Charlotte, 

“Serial Pyelograms in Nephroptosis’—Dr. Au- 
brey Hawes, Charlotte. 

Discussion by Dr. Fred Patterson, Greens- 
boro, and Dr. Fred Garvey, Winston-Salem. 

Annual Dinner, October 14, 7 p. m. 

“The Adequate Treatment of Prostatic Disease 
from a Pathological Viewpoint” — Dr. Roy 
Henline, New York City, Guest Speaker. 

At the business meeting, held at 5 p. m., October 
14, Dr. Robert McKay was elected president; Dr. 
John W. Frazier, vice president; and Dr. W. C. Lott, 
secretary and treasurer. New members received 
into the association were Dr. John M. Harry, Fay- 
etteville; Dr. Henry Harrill, Greensboro; Dr. Louis 
C. Roberts, Durham; Dr. John E. Dees, Durham; 
and Dr. Walter E. Daniel, Charlotte. 

Officers of the Society for 1940 were Dr. P. G. 
Fox, president; Dr. John Rhodes, vice president; and 
Dr. John Frazier, secretary-treasurer, 





BUNCOMBE COUNTY MEDICAL SOCIETY 


The first monthly meeting of the Buncombe 
County Medical Society was held on November 4 
at 8 p.m. Haywood Parker, L.L.D., spoke on “The 
Relationship Between the Medical and Legal Pro- 
fessions”. On November 18 at 8 p. m. Dr. W. S. 
— spoke on “The Use and Abuse of Vitamin 





FORSYTH COUNTY MEDICAL SOCIETY 


At the monthly dinner meeting of the Forsyth 
County Medical Society, held on November 19, at 
the Robert E. Lee Hotel in Winston-Salem, a sym- 
posium on Low Back Pain was held. Dr. George 
W. Holmes spoke on back pain from the standpoint 
of the orthopedic surgeon; Dr. Fred K. Garvey, from 
the genito-urinary viewpoint, and Dr. L. C. Ogburn, 
from the gynecological standpoint. Open discussion 


was led by Drs. R. A. Moore, H. M. Starling, C. S. 


Drummond, and B. F. Martin. 





MECKLENBURG COUNTY MEDICAL SOCIETY 


At its first monthly meeting, held on November 
5, the Mecklenburg County Medical Society heard 
two guest speakers. Dr. John S. McKee, Jr., of 
the Staff of the State Hospital at Morganton, spoke 
on “The Role of Trauma in Mental Illness”, with 
discussion of two recent cases at the State Hospital. 


Dr. F. Webb Griffith addressed the society on “Medi- 


cal Preparedness”. On November 19 the Society 


held a joint meeting with the North Carolina Patho- 
logical Society. A paper on “Benign and Malig- 


nant Breast Tumors” was given by Dr. Charles F. 
Geschickter of Baltimore. 
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EXAMINATION 
AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 


The written examination and review of case his- 
tories (Part I) for Group B candidates will be held 
in the various cities of the United States and Canada 
on Saturday, January 4, 1941, at 2:00 p.m. Formal 
notice of the place of examination will be sent each 
candidate several weeks in advance of the examina- 
tion date. No candidate will be admitted to examin- 
ation whose examination fee has not been paid at 
the Secretary’s Office. Candidates who successfully 
complete the Part I examination proceed automati- 
7 to the Part II examination to be held in June 


The general oral and pathological examinations 
(Part II) for all candidates (Groups A and B) will 
be conducted by the entire Board, meeting at Cleve- 
land, Ohio, from May 28 to June 1, 1941, immedi- 
ately prior to the opening of the annual meeting of 
the American Medical Association. 

Application for admission to Group A, (Part II) 
examinations must be on file in the Secretary’s 
Office not later than March 15, 1941. 

After March 1, 1942, there will be only one classi- 
fication of candidates, and all will be required to 
take the Part I and Part II examinations. 

The Board wishes to announce a modification of 
the case record ruling (effective January 1, 1942) 
as it appears in the September 1940 issue of the 
Board booklet. This ruling should read: “It is 
preferable that the number of residency cases sub- 
mitted should not be more than half (25) of the 
total number of fifty (50) cases required.” 

For further information and application blanks, 
address Dr. Paul Titus, Secretary, 1015 Highland 
Building, Pittsburg (6), Pennsylvania. 





REWARD FOR PAPER ON VASCULAR 
HYPERTENSION 


The Van Patten Pharmaceutical Company of 
Chicago will award a first prize of $1,000 for the 
best paper on Vascular Hypertension published in 
a recognized American medica] journal, during the 
first six months of 1941. Any article on the sub- 
ject written by an American physician will be eligi- 
ble for prize award. In addition, $500 will be 
awarded to the authors of other papers to be 
selected in accordance with the terms here set forth: 
Second prize, $250; third prize, $100; fourth prize, 
$50: 10 honorable mention awards of $10 each. 

Prize money will be awarded on the basis of 


votes cast by American physicians. Announcement 
of this offer is being mailed to every physician in 
the United States, and at the close of the contest 
a list of articles published on this subject will be 
mailed to every physician, and he will be invited to 
east his ballot for the article he deems best. 





NEws NOTES 


Dr. Hugh Parks of Elkin died on November 14 
in the Hugh Chatham Memorial Hospital at Elkin. 
Se 
Dr. Oren Moore of Charlotte has been elected 
to membership in the American Association of Ob- 
stetricians, Gynecologists, and Abdominal Surgeons. 
* * * 

Dr. William Reid Pitts has opened an office in 
Charlotte in the Medical Arts Building for the 


practice of surgery and neurosurgery. 
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The following North Carolina doctors were regis- 
tered at the meeting of the Southern Medical As- 
sociation in Louisville: 

Baker, Lenox D., Durham. 

Bell, George Erick, Wilson. 

Bridger, Dewey H., Bladenboro. 

Brownsberger, John F., Fletcher. 

Cobb, Donnell B., Goldsboro. 

Cocke, Charles H., Asheville. 

Cooper, Geo. M., Raleigh. 

Crispeli, Raymond S8., Durham. 

Dees, John E., Durham. 

Dees, Susan Coons, Durham. 

Elias, Lewis W., Asheville. 

Fearing, Isaiah, Elizabeth City. 

Fetzer, Paul W., Reidsville. 

Forbus, W. D., Durham. 

Griffin, William R., Asheville. 

Hamblen, E. C., Durham. 

Hansen-Pruss, O, C., Durham. 

Hege, J. Roy, Winston-Salem. 

Hitch, Jos. Martin, Raleigh. 

Holmes, Geo. W., Winston-Salem. 

Jacobs, J. E., Charlotte. 

Johnson, Lawrence C., Durham. 

Johnson, W. R., Asheville. 

Jones, Randolph R., Jr., Durham. 

Kemp, Malcolm D., Pinebluff. 

Kornegay, L. W., Rocky Mount. 

Martin, Donald S., Durham 

McKay, Hamilton W., Charlotte. 

McNairy, Caroline, Lenoir. 

Milam, D. F., Chapel Hill. 

Miller, R. C., Gastonia. 

Moore, Oren, Charlotte. 

Nicholson, Wm. McNeal, Durham. 


Pipes, David M., Greensboro. 
Pittman, Malory A., Wilson. 
Proctor, Ivan M., Jr., Raleigh. 
Ravenel, S. F., Greensboro, 
Reynolds, Carl V., Raleigh. 
Ringer, Paul H., Asheville. 
Robinson, W. J., Matthews. 


Ruffin, Julian M., Durham. 


Sidbury, J. Buren, Wilmington. 


Swann, C. C., Asheville. 


Wallace, Wm. Stuart, Durham. 


Watson, T. M., Greenville. 
Whisnant, A. M., Charlotte. 


White, R. A., Asheville. 





Vitamin-Free Foods For Research! 


A recent announcement by the Research Labora- 
tories of the S.M.A. Corporation reveals that they 
are now in a position to provide vitamin-free casein 
and other vitamin-free foods for experimental pur- 
poses to researchers who have previously been 
obliged to manufacture these items for private use. 

For many years the 8.M.A. Corporation has been 
producing these foods exclusively for use in their 
laboratories. Now, with the expansion of their own 
facilities and the realization of the convenience to 
others engaged in laboratory work this offer is 
made to provide vitamin-free diets at an exception- 
ally reasonable cost. Quantities of one, five, ten or 
100 pounds or more may be ordered directly from 
the Research Laboratories, S.M.A. Corporation, 
Chagrin Falls, Ohio. 


WOMAN’S AUXILIARY 6 


Ce 
os) 


WOMAN’S AUXILIARY 


NOTICE TO COUNCILLORS 


Dr. C. F. Strosnider, a member of our 
Advisory Board has made the following sug- 
gestions: 

First, that you push your membership 
throughout the State—especially in the east- 
ern part of North Carolina—this fall, for 
the reason that conditions are better now 
than they will be next spring. 

Second, that the Auxiliary support the 
preparedness program in every way possible. 
The young doctors within the draft age 
should volunteer without delay in order that 
the boys who are being drafted into the ser- 
vice may have competent medical care. 

Third, that good organization work in the 
Auxiliary is laying the foundation for a na- 
tional service in the immediate future; and 
I would stress this last suggestion upon your 
membership chairman. For surely there is 
a national emergency developing, and our 
co-workers will find abundant opportunity to 
serve their state and country during this 
period of preparedness. 





CRAVEN COUNTY AUXILIARY 

The Craven County Auxiliary held its an- 
nual meeting at the home of Mrs. C. S. 
Barker in New Bern on November 7. Mrs. 
Barker was elected president of the Auxil- 
iary, succeeding Mrs. R. S. McGeachy, and 
Mrs. Oscar A. Kafer was made secretary and 
treasurer. During the business meeting Mrs. 
McGeachy discussed organization of auxil- 
iaries and endowment funds. Following the 
business session refreshments were served 
in the dining room. 





MINUTES OF THE EXECUTIVE BOARD 
FALL MEETING 


The Fall Meeting of the Executive Board of the 
Auxiliary to the Medical Society of the State of 
North Carolina was held on October 23, at 1 p. m., 
in the Sir Walter Raleigh Hote! in Raleigh, with 
eighteen members present. Mrs. Clyde R. Hedrick 
presided. The invocation was given by Mrs. Isaac 
H. Manning. 

The president extended warm greetings to those 
present, asking that she have the hearty coopera- 
tion of all in extending the service of our organi- 
zation. Mrs. Hedrick announced the following res- 
ignations from the Board: Mrs. F. M. Hauser, second 
vice president; Mrs. Paul Yoder, Historian; and 


Mesdames John Winstead, H. D. Walker, M. A. 
Pittman, Ben Lawrence, Councillors. These resig- 
nations were accepted with regret. Mrs. Hedrick 


has appointed Mrs. J. H. McNeill as second vice 
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president and Mrs. Roy Hege as historian. Mrs. 
R. S. MeGeachy and Mrs. K. B. Pace volunteered 
to aid in securing a Councillor for the second dis- 
trict; Mrs. C. F. Strosnider, for the fourth; and 
Mrs. Ben Lawrence and Mrs. Sidney Smith for the 
sixth. 

The reports of the officers were then given, which 
reports are filed in the secretary’s book for use as 
reference. Mrs. C. F. Strosnider, first vice presi- 
dent, asked officers and Councillors to report to her 
on their organizations in order that she may have 
a report for the S. M. A. in November. The Chair- 
men of Standing Committees gave interesting re- 
ports of their work. Mrs. T. S. Lee, Program Chair- 
man, displayed -posters and distributed booklets 
which she secured from the American Medical As- 
sociation. Mrs. Frederick Taylor suggested that we 
put the material in the hands of the Junior Red 
Cross to be used in school programs. Mrs. W. M. 
Johnson urged that we be more zealous in the dis- 
semination of knowledge concerning the medical 
profession. Mrs. R. S. McGeachy requested anyone 
who has material or suggestions relevant to her 
Research Report to communicate with her. 

Mrs. Frederick R. Taylor, Chairman of the Jane 
Todd Crawford Memorial Fund, asked that she be 
allowed to take a collection for this fund at the 
annual State Meeting of the Auxiliary, with the 
understanding that anything over five dollars be 
kept in our State Loan Fund and Bed Fund. Mrs. 
Ben Lawrence made the motion that this request 
be granted and Mrs. T. S. Lee seconded it. The 
motion was carried. 

Mrs. Hedrick presented Mrs. Ben Kendall, recent- 
ly appointed Bulletin Chairman. Mrs. Kendall an- 
nounced that she would be glad to take the sub- 
scription of anyone for the Bulletin, the price being 
$1.00 per year. Mrs. Kendall also presented a re- 
port on the A. M. A. meeting, which she attended 
in New York City June 10-14. 

Next was the report of Mrs. E. C. Judd, treasurer. 
A summary of the report follows: Amount in the 
General Expense Fund $163.13: amount in upkeep 
of Bed Fund $391.12; amount in Student Loan Fund 
$557.52; amount in McCain Endowment Fund $1,- 
761.81. The report was accepted. 

Mrs. Ben Lawrence and Mrs. W. P. Knight, Coun- 
cillors, gave interesting reports. These reports are 
filed. Mrs. Alfred A. Kent, Jr., next made the re- 
port for the committee appointed to name the bed 
at Western Sanatorium. The Committee recom. 
mended that the bed be named in “memory of the 
late Dr. Martin L. Stevens, who served the medical 
profession so faithfully and so well.” Mrs. Kent 
moved the acceptance of this report, seconded by 
Mrs. W. P. Knight. After a lengthy discussion it 
was decided to vote by ballot. The ballots cast 
showed thirteen in favor of acceptance and five 
against. The motion was accepted. 

Mrs. W. P. Knight made a motion that the presi- 
dent appoint the delegate to the S. M. A. Mrs. J. 
S. Hooker seconded the motion, and it was carried. 

It was announced that Mrs. P. P. McCain had 
been appointed chairman of the committee to ar- 
range the program for the State meeting of the 
Auxiliary. Mrs. C. F. Strosnider moved, seconded 
by Mrs. Sidney Smith, that the president appoint a 
committee to confer with the entertaining Auxil- 
iaries as to how they might be assisted in their 
entertaining. The motion was carried. 

Mrs. Hedrick then appointed Mrs. W. P. Knight 
as chairman of the nominating committee to secure 
officers for the ensuing year. The other members, 
nominated from the floor, are Mrs. J. B. Sidbury, 


NORTH CAROLINA MEDICAL JOURNAL 








December, 1940 


Mrs. C. F. Strosnider, Mrs. A. S. Ormand, and Mrs. 
Alfred A. Kent, Jr. 

Mrs. Hedrick offered a five dollar prize to the 
D‘strict having the largest percentage of paid-up 
members by May 1. 

In conclusion the president graciously invited the 
Executive Board to meet at her home in the spring. 


Respectfully submitted, 


LIDIE P. FREEMAN, 
Recording Secretary. 





Iu Memoriam 





JOHN PETER MUNROE, M.D. 
1857 - 1940 


“Single-handedly he did more to advance medicine 
in North Carolina than any other one man I know.” 
(Dr. William Allan.) 

On March 29, 1857 was born the man whose long 
and useful life has been revered countless times by 
such eulogies as that quoted in the opening para- 
graph of this note, also written in his memory. 

The Mecklenburg County Medical Society humbly 
bows in tribute to the memory of Dr. J. P. Munroe, 
a great scholar, a dynamic teacher, a thorough diag- 
nostician, and a pre-eminent physician. 

Dr. Munroe, an exceptionally well educated man, 
acted as president of and instructor in the North 
Carolina Medical College. To even mention all of 
the honors this great man earned during his 83 
years of service on this earth would require a great 
deal of space. He was awarded the degrees of LL.D. 
by Davidson College and D. Sc. by Duke University. 
He was a member of many organizations operating 
for the advancement of medicine and led not a few 
such movements. Throughout his life, Dr. Munroe’s 
ability was recognized by his fellow citizens and 
used by his community. His vision was broad, his 
interests were wide and he was a friend of man.— 
From the Bulletin of the Mecklenburg County Medi- 
cal Society. 





FREDERICK D. AUSTIN, M.D. 


1886 - 1940 


After a prolonged illness, Fred Austin died on 
October 14th at the Mercy Hospital. For thirty- 
three years, Fred Austin had practiced medicine and 
served in various civic capacities in Charlotte. Many 
of his years in medical practice had been in asso- 
ciation with his brother, Dewitt Austin. He was 
graduated from the North Carolina Medical College 
in 1907 and since this time has played a conspicuous 
role in Charlotte medicine. During recent years he 
had served his community as coroner of Mecklenburg 
County and held the Democratic nomination for a 
third term in the November election. His services 
in this position were outstanding. 

Fred Austin had a host of friends which naturally 
resulted from his genial personality. 

He is survived by his wife, formerly Miss Ida 
Williams, two sons and two daughters. One son. 
Fred Austin, Jr., returned to Charlotte, after an ex- 
cellent training, only one year ago to be associated 
with his father in medicine. He has also succeeded 
him in the office of coroner.—From the Bulletin of 
the Mecklenburg County Medical Society. 
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JOSEPH LAWRENCE ADAMS, M.D. 


When failing health in the prime of his career 
removed Joseph Lawrence Adams from the active 
list, our Buncombe County Medical Society suffered 
the loss of a skilled and fearless surgeon, who filled 
a peculiar niche in its activities and now that death 
has made final this separation, we can sense the 
gravity of the bereavement. We can also see more 
clearly the place he filled, for there was no other 
one of his generation among us so closely associated 
with our immediate section, since childhood, who 
took to surgery. 

To rightly estimate the depth of his loss we must 
go to the neighborhood where his youth was spent, 
and it is selaom that one sees so clearly the re- 
versal of the saying about the prophet and his own 
country. Born in Asheville and reared here and at 
the nearby country home of his parents, Dr. Adams 
was a man of the plain »eople, particularly of those 
amongst whom he was reared. While his practice 
spread far and wide we feel that his heart was 
across the river with his early associates. His habits 
and his pastimes indicated that he could never dis- 
sociate himself from the country. 

But for the time of his army service in the World 
War and other short absences from home it was 
his almost daily habit to spend a short time in the 
country. We know that to many, many people over 
there, the plain people, his passing was indeed a 
bereavement. 

THEREFORE; recognizing the futility of trying 
to outline the character and achievements built up 
in the course of his wide activities, we, his friends, 
simply chronicle this tribute to his warm heart and 
his human personality, and RESOLVE that it_be 
spread upon a page of our minutes; that it be printed 
in our Bulletin, and that a copy be sent to his family. 

Lewis W. Griffith, 

Joseph T. Sullivan, 

Gaillard S. Tennent, 
Committee. 


—From the Bulletin of the Buncombe 
County Medical Society. 





BOOK REVIEWS 





Taber’s Cyclopedic Medical Dictionary In- 
cluding a Digest of Medical Subjects: Medi- 
cine, Surgery, Nursing, Dietetics, Physical 
Therapy. By Clarence Wilbur Taber and 
14 Associates. 1488 pages with 273 illus- 
trations; Philadelphia: F. A. Davis Com- 
pany, 1940. Cloth, Thumb-indexed $3.00, 
Plain $2.50. 


This is the only medical dictionary, large or small, 
written (not compiled) by a corps of medical 
specialists. This work is as much a dictionary of 
medical subjects as it is a comprehensive medical 
lexicon. With its 50,000 words, including the latest 
terms and drugs, this work will answer the re- 
quirements of all professional groups ‘concerned 
with all branches of medicine. An evidence that it 
is up to date is the inclusion of the latest members 
of the sulfonamide group, sulfapyridine and sulfa- 
thiazole, with indications, dosage, and precautions 
to be taken in their use. The illustrations are good, 


BOOK REVIEWS 


Office Urology. By P. S. Pelouze, M.D., 
Assistant Professor of Urology, University 
of Pennsylvania; Special Consultant to 
United States Public Health Service, etc. 
766 pages with 443 illustrations, 19 in color. 
Philadelphia: W. B. Saunders Company, 
1940. Price, $8.00. 


The author has again in his very interesting 
style produced a much needed and entirely new 
type of contribution to urology. This volume even 
surpasses his monograph, “Gonococcal Urethritis in 
the Male,” written in 1928 in which he simplified 
and coordinated the many facts concerning gonor- 
rhea in a manner which is almost unique. The re- 
ception accorded him in this past work, and the 
fact that the author does no surgery, well qualifies 
him to produce, in his honest and simple way, a 
volume on office urology. He has not failed in this 
task. 

This work should be of particular value to the 
beginner and help him to avoid many of the pitfalls 
incident to the first few years of practice. It should 
help the general practitioner, who of necessity does 
some office urology, to do properly the things within 
his scope, and should acquaint him with his limita- 
tions and lead him to an earlier recognition of 
urological conditions which belong to a competent 
urologist. 

There are a few phases of this work which are 
outstanding. One example is the stressing of the 
relations of anatomic structure and surface histol- 
ogy to urogenital infections. He explains the per- 
petuation of infection by lack of drainage and an 
improper understanding of the different degrees of 
epithelial susceptibility to infection. The chapter 
on the handling of the sexual problem is a master- 
piece and should alone be worth the price of the 
entire volume. It debunks the mass of absurdities 
about numerous apparent departures from’ the nor- 
mal. It differentiates the psychologic from the 
pathologic background in the various neuroses and 
should aid in treating such cases. Urinary anti- 
septics are given a thorough discussion, though a 
warning is issued about the danger of depending 
too much upon them to the exclusion of proper 
diagnosis of the underlying pathology. Focal in- 
fective prostatitis is particularly stressed as a fac- 
tor and given its prover place with teeth and ton- 
sils as a focus of infection. It is also absolved from 
any relationship to gonorrhea. 

The volume on Office Urology is written in a con- 
vincing and honest manner. The humane side of 
the practice of medicine is not forgotten. For a 
treatise on urology with which to improve the 
handling of office patients this work by Dr. Pelouze 
can be heartily recommended. 





The School-Child’s Breakfast 


Many a child is scolded for dullness when he 
should be treated for undernourishment. In hun- 
dreds of homes a “continental” breakfast of a roll 
and coffee is the rule. If, day after day, a child 
breaks the night’s fast of twelve hours on this 
scant fare, small wonder that he is listless, nervous, 
or stupid at school. A happy solution to the prob- 
lem is Pablum (Mead’s Cereal cooked and dried). 
Six times richer than fluid milk in calcium, ten 
times higher than spinach in iron, containing vita- 
mins B, and G, Pablum furnishes protective fac- 
tors especially needed by the school-child. The ease 
with which Pablum can be prepared enlists the 
mother’s co-operation in serving a nutritious break- 
fast. This palatable cereal requires no further cook- 
ing and can be prepared simply by adding milk 
or water of any desired temperature, 





